Clossopharyngeal Breathing — ZUMWALT, ADKINS, DAIL, and AFFELDT 
Functional Activity Testing: A Report of a Survey — cook 


Recovery of Power in Leg Muscles Following 
Poliomyelitis — PALMER and MARTZ 


Physical Therapy in Ancient China — KosTER 


A Wheel Chair Specification Form — CICENIA 
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The makers of Wedcolalow 
proudly introduce the 3- WA 


OFFERING ELECTRICAL 
MUSCLE STIMULATION AND 
ULTRA-SOUND 
SIMULTANEOUSLY 


THROUGH A SINGLE * 


THREE-WAY APPLICATOR 


AN IDEAL COMBINATION AS AN ADJUNCT THERAPY 


tHE very poputar Wledcotalo® ror tvectricat 


MUSCLE STIMULATION and. . 


The decision to offer electrical muscle 


stimulation and ultra-sound therapy 


through a SINGLE applicator, is the ULTRA-SOUND - - FOR MECHANICAL STIMULATION 
not too dissimilar physiological paral- PRODUCING STRUCTURAL HEATING... ALL IN ONE 
leling of applications and indications COMPACT UNIT! 


TIMER OPERATES BOTH 
MEDCOLATOR AND 


ULTRA-SOUND. TREAT. 
MENTS MAY BE GIVEN 
SIMULTANEOUSLY OR 
F.C.C. Type INDIVIDUALLY 
Approval No. U-135 
Available through your dealer. Write for COMPLETE information. Ss 
A Jifferent Electrode Rea j 
al Muscle Stimulatior MEDCO ELECTRONICS COMPANY, INC. 
Division — Medco Products Co., 
—— 3607 EAST ADMIRAL PLACE @ P. O. BOX oa7sP @ TULSA, OKLA 
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SIGNIFICANT” 
HERAPEUTIC 


The Burdick | 
MICROWAVE 
‘DIATHERMY 


Studies by Martin and Herrick* indicate that microwave diathermy creates 
“significant” rapid deep heating of localized tissues for effective relief of 
pain and muscular rigidity in such conditions as: 


bursitis fibrositis myositis 


strains and sprains pelvic inflammatory disease 
neuritis (of varying origin) 


Simplified operation, convenience, safety, comfort to the patient and the 
traditionally rigorous Burdick engineering standards mark the Burdick 
Microwave Diathermy unit as a highly proficient therapeutic agency. 


For a review of the advanced features of this outstanding unit, see your 
Burdick dealer. 


For information, write — 


THE BURDICK CORPORATION [pp MILTON, WISCONSIN 


*Martin, G. M., and Herrick, J. F.: Further Evaluation of Heating by Microwave and by Infra-red as Used 
Clinically, J.A.M.A. 159:1286 (Nov. 26) 1955, 
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MASTER UNITS 


Four all stainless 
stee! models tc 
meet the various re- 
quirements in hos- 
pitals, clinics, phy- 
sicians’ offices, and 
patients’ homes. 

Automatically main- 
tains Steam Packs in 
water at proper 
temperature — con- 
stantly ready for 
immediate use. No 
plumbing used. 


Now moist heat can be applied conveniently, 
effectively and with a minimum investment in 
equipment. No dripping, no wringing, no re- 
peated applications. Each application gives 
at least 30 minutes effective moist heat. The 
Steam Pack is merely heated in water, wrap- 
ped in a towel, and applied. Standard equip- 
ment in leading hospitals and clinics across 
the nation. 
DESCRIPTIVE MATERIAL ON REQUEST 


CHATTANOOGA PHARMACAL CO., INC. 
CHATTANOOGA 5, TENNESSEE 


E-1 
4 Pack 


M2 


12 Pack Mobile Unit 


Dues Notice 


Annual dues were payable on May Ist. Your prompt response will be appreciated. 
The Bylaws require that members whose dues have not been received by August Ist 
shall be suspended from membership. If you did not receive a bill please do not wait 
to receive our follow-up notice. 


May we also call to your attention that according to the Bylaws only those members 
not actively engaged in the practice of physical therapy are eligible for inactive 
membership. Such members may transfer to inactive membership by applying to the 
Board of Directors. 


NOW AVAILABLE 
PHYSICAL THERAPY REVIEW 
INDEX 


VOLUMES 20-34 COVERING THE YEARS 1940-1954 
One dollar 
WRITE FOR YOUR COPY ENCLOSING CHECK OR MONEY ORDER TO THE 


—— AMERICAN PHYSICAL THERAPY ASSOCIATION 
1790 Broadway, New York 19, New York 
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An Important Career from Every Angle 


Serve as AN ARMY PHYSICAL THERAPIST 


country. ee ) 


comme 


U.S. ARMY 


Medical Specialist Corps 


As an Army Physical Therapist, 
your career will be more complete from 


every angle. 


Serve Humanity . . . in modern, well- 
equipped Army hospitals. Work side by side 
with a top group of dedicated men and 
women. Further your professional goals 
through outstanding specialized training in 
the latest techniques and developments in 


your field. 


Serve your Country . . . with the rank, 
pay and prestige of a commissioned officer 
in the United States Army. Perform a job 
directly benefiting the nation—a job so im- 


portant you start as an officer. 


Serve Yourself . . . through the many 
personal advantages of an Army career. Meet 
new people who share your interests and 
ideals. Enjoy the chance for exciting travel, 
both at home and in foreign lands. Count 


on a 30-day paid vacation every year. 


* 


Get all the details... Find out how you 
can have this important career from every 
angle—how you can serve humanity, 
country and self! Fill out this coupon and 


mail it today. 


PS56-4 
The Surgeon General, United States Army 
Washington 25, D.C. 
Attn: Personne! Division STUDENT: 
Please send me further information on my —— High School 
opportunities asa Physical Therapist 
sical 
——Therapat 
Nome GRADUATE: 
—College 
Paysesl 
—— Therapist 
City OTHER: 
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Editor-in-Chief: E. Jane 


Associate Editor: Beatrice Wuitcoms 
Managing Editor: Caro. VANcE 


Heten Histop 
Mary E. Kors 
KATHRYN SHAFFER 
Membership in the American Physical Therapy As- 
sociation is $20.00 a year, including a subscription 
to THE PHYSICAL THERAPY REVIEW. Subscriptions 
for nonmembers to THE PHYSICAL THERAPY RE 
VIEW, $6.00 a year; $6.75 in Canada and foreign 
countries. Single copies 75 cents. (50 cents to mem- 
bers.) Reentered as second class matter August 11, 
1949, at the post office at New York, N. Y., under the 
act of August 24, 1912. 


The statements in the manuscripts published in 
THE PHYSICAL THERAPY REVIEW are made solely 
on the responsibility of the author. The American 
Physical Therapy Association does not assume any 
responsibility for statements contained therein. Manu 
scripts accepted for publication in THE PHYSICAL 
THERAPY REVIEW are for exclusive publication and 
may not be published elsewhere without permission. 


Officers 
Mary E. Nesbitt 
Lucille Daniels 
ton Dorothy Graves 


Speaker, House of Delegates E. Jane Carlin 


Directors 
Dorotuy FREDRICKSON Nashville, Tenn. 
Washington, D. C. 
New Orleans, La. 


Mary Crype Sincieton .... Warm Springs, Ga. 


Advisory Council 


Amos Curistiz, M.D. ........ Nashville, Tenn. 
Wituiam T. Green, M.D. .. Boston, Mass. 
Cuartes C. Letourneau, M.D. .... Chicago, II. 
Raout Psak1, Lt. Cot., MC San Francisco, Calif. 
Aura E. Severtncnaus, Ph.D. ..New York, N. Y. 
Artuur Watkins, M.D. ..... Boston, Mass. 


National Office Staff 
Executive Director Mildred Elson 
CHAPTER-MEMBERSHIP SERVICES 


Mary E. Haskell 


EDUCATIONAL SERVICES 


Dorothy Voss 


Dorothy R. Hewitt 


Helen Hickey Elizabeth MacAuley 


PROFESSIONAL SERVICES 


Lucy Blair Ruth Whittemore 
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American Physical Therapy Association 
at 1790 Broadway, Room 310 
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Glossopharyngeal Breathing—Miriam Zum- 
walt, Hazel V. Adkins, Clarence W. Dail, 
M.D., and John E. Affeldt, M.D. . . 


Functional Activity Testing: A Report of a 


Survey—Ruth Cook . ..... 


Recovery of Power in Leg Muscles Following 
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Physical Therapy in Ancient China—Joan C. 
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Available in a Microfilm Edition 


460 


4166 


184 


489 


191 


197 


199 


502 


148 


SENDFOR 
YOUR CATALOG OF — 
TOMAC 


Pehabilitation 


For inducing micro-cellular 
vibration, May be applied directly 
with mineral oil or under water 
Frequency of oscillations remains 
constant—however, intensity of 
vibrations through quartz crystal 


can be varied. Unit is type 
most complete variety of adv ed approved by FCC. Approved by 


and supplies in the field— 
distribu- 
tionandservicefacilities. 
Catalog today! 


Underwriter Laboratories. 


Effortless lifting of patients 
in prone or seated positions at the touch 


Power driven, easily operated. Folds to 11%”. J 
of simple hydraulic controls. Insures easy, 


Ideal for patients unable to propel wheel chairs. 
Operates and maneuvers with fingertip, foot, 
or chin controls, at speeds up to 5 MPH. 
Climbs 7° ramp. Brakes set automatically 
when power 1s off 


safe, and comfortable movement from bed 
to wheel chair, automobile, and bath. 600 
Ibs. lifting capacity. Adjustable base width. 
One of many patient lifts in the RP Catalog. 


Canes To receive your Rehabilitation Products Catalog, 
: just complete and mail this coupon. 
a * Patients are assured of 
{ constant stability with 
the new Ankle r é) 
Tripod Cane (at letr). 
All three feet are kept ' ehabilitation roducts 
in contact with the floor 1 *\. Division of American Hospital Supply Corporation 
at all times by the Department PT 
flexible rubber mount. 2020 Ridge Avenue, Evanston, Illinois 
Dear Sirs: 
L. 8 ! Please send me a copy of the Rehabilitation Products 
Canadian Crutches (acrich:) Catatog. 
Lightweight, but strong aluminum ! baie Title. 
and easy to handle. Adjust from l nig 
28%” to 35” Hinged arm band Organization 
Also available in lightweight steel, (Name of hospital, clinic, etc.) 
flexible (but not hinged) arm band. Department —— 
Address 
City and Zone. Stote 
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Equipment and Technic 
are Inseparable 


The TECHNIC You USE 
IS The Technic 

Your Equipment 
ALLOWS You To Use 


TERRY-TABLES 
ALLO W—— 


Modern Technic 


“Your PERSONAL TABLE” . . . 
designed FOR This Century’s Use . . . NOT, The Last 


Through Your Dealer or Order Direct From 


1706 Geddes Ave., 


PHYSICAL THERAPY EQUIPMENT INC. ANN ARBOR, MICHIGAN 


PHYSICAL THERAPY 


Your Emblem 


PRICE: ONLY 25 CENTS 


New use of blue and gold 
makes this emblem more 
effective. 


Your Pin 


PRICE: $4.50 


New lightweight pin is 
more attractive. 


Illustrations 
Actual size 


AMERICAN PHYSICAL THERAPY ASSOCIATION 
1790 Broadway, New York 19, N. Y. 
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MED! SONAR CONSOLE-1050 


Dallans 

respected for more than 25 years 
for their many valuable 
contributions to the science of 
physical medicine, is constantly 


increasing the number and 
scope of its products, making it 
possible to offer one of the most 
complete lines available. 


All Dallons equipment is sold 
only through carefully selected 


For descriptive literature 


MEDITHERM.1600 LTRA VIOLET.600 
write to monufacturer 


For the Best in Medical Electronics 
— Specify DALLONS 


DALLONS LABORATORIES, INC. 


5066 Santa Monica Bivd., 
Los Angeles 29, Calif. 


franchised surgical supply dealers. 


| Please mail FREE literature to: 


Mail 


Name 
H Address 
This 
Coupon I'm interested in 


TODAY! 
My 
Surgical Supply 
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CARDIOPHONE CP.36 ARDIAC PACEMAKER CPM CARDIAC DEFIBRILLATOR 
: 
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Publications and Reprints 


RECRUITMENT 


Physical Therapy Offers You a Rewarding Career — 
An illustrated brochure with information for pros- 
pective students about physical therapy, the course 
of study, and opportunities for a career. 

Physical Therapy Programs—1956—A list of schools 
approved by the Council on Medical Education and 
Hospitals of the American Medical Association. 


Sources of Financial Assistance for Physical Therapy 
Students — 1956. 


Poster: Join Ranks in a Proud Profession—Career 
poster for bulletin boards. 


Career Facts—A brief on needs and opportunities. 


Physical Therapy Record—A news tabloid with pictures 
depicting work of physical therapy for lay groups. 
Open House Plans and Suggestions—A practical easy- 


to-use guide for a physical therapy department Open 
House for prospective students. 


ORGANIZATION 


Code of Ethics of the American Physical Therapy Asso- 
ciation. 


Personnel Policies for Physical Therapists. 


Use of Nonprofessional Personnel —An_ illustrated 
pamphlet to assist the physical therapist to determine 
the need for nonprofessional personnel and to give 
guidance on inservice training and utilization. 


Approved Schools and Courses of Physical Therapy 
1928-1954. 


Essentials of a Hospital Department — Physical Therapy 
(To members 25¢). 


State Registration of Physical Therapists—Abstracts of 
state laws regarding registration of physical therapists. 


Chapter Directory —List of chapter presidents and 
secretaries and district chairmen. 

SCIENTIFIC REPRINTS 

Home Care Instructions — Olmsted (15¢) 


Active Games for Physically Handicapped Children — 
Gump and Yuen-Hung Mei (10¢) 


Education for Childbirth: With Emphasis on the Role of 
the Physical Therapist — Flanagan, Heneage and Ashe 


(15¢) 

Administration of a Community Rehabilitation Center 
— Furscott (10¢) 
Evaluation of Strength and Motor Development in In- 
fants — Zausmer (20¢) 


Physiology of the Heart and Circulation and Its Clini- 
cal Application in Physical Medicine—a bound 
edition of papers by nine authors with an introduction 
by Harry D. Bouman, M.D., Coordinator. (50¢) 


Physical Therapy Program for the Upper Extremity 
Amputee — Jampol (10¢) 


Physical Therapy in a Small Hospital— Stamm  (15¢) 


VISUAL AIDS 


The following visual aids are available on loan to 
members and chapters upon request. They should be 
requested one month in advance of the date to be shown 
and return shipping costs must be paid by the borrower. 


Peripheral Nerve Injuries: Upper Extremity — A set of 
17 black and white 3% by 4 inch slides illustrating 
nerve injuries of the upper extremity. 


Recruitment 


Within Your Hands— Black and white 17% minute 
sound picture depicting the education and opportuni- 
ties for the profession of physical therapy. Each 
chapter (and district) also has a copy of this film. A 
special 14% minute version for telecasting is avail. 
able from the National Office. 

Physical Therapy, A Career of Science and Service —A 
color filmstrip to interpret physical therapy to high 
school students and lay groups. Each chapter (and 
district) has a copy of this and additional copies may 
be purchased from the National Office at $4.50 per 
print. 


Professional 
Slides 


Underwater Exercise — A set of 26 Kodachrome slides 
made at the Orthopaedic Hospital in Los Angeles de- 
scribing equipment and technics of underwater exercise. 


Special Issues of the Review 
Polio Issue (July 1951) (25¢) 
Polio Issue (July 1952) (25¢) 


Polio Issue (July 1953) —50¢ (10 to 50, 35¢; 50 on 
more, 25¢) 


Cerebral Palsy Issue (February 1952) (25¢) 
Functional Issue (November 1949) (254) 
Rehabilitation Issue (50¢) 


Abstracts Reprinted 


“Haltung,” an Abstract from Body Posture by Magnus, 
and “Head Posture and Muscle Tone,” Clinical Observa- 
tions by A. Simons, abstracted by Signe Brunnstrom, 
have been reprinted in one pamphlet. 

Reprints can be ordered from the American Physical 
Therapy Association, 1790 Broadway, New York 19, New 
York. The cost of the 
stracts is $1.00. 


pamphlet containing both ab- 


All requests should be addressed to 


American Physical Therapy Association 
1790 Broadway, New York 19, New York 
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PRESTON 


FOR PHYSICAL MEDICINE 
AND REHABILITATION 


REHABILITATION: 


Walking Parallel Bars and Exercise Stair- 
eases of various designs; Posture Mirrors, 
single and triple; Gymnasium Mats in vari- 
ous thicknesses and coverings; Bicycle Exer- 
cisers; Restorator; Progressive Resistance 
Exercise Units; Quadriceps-Gastrocnemius- 
Footdrop Boots; Dumbbells; Indian Clubs; 
Wall Pulleys; Door Pulley Assemblies; 
Guthrie-Smith Suspension Apparatus; 
Stall Bars; Shoulder Wheels with height ad- 
justment; Manuflex and Gym Kit; Kanavel 
Table; Sayre’s Headslings; Ankle Exercis- 
ers; Large selection of Treatment Tables; 
Timers. 


INVALID EQUIPMENT: 


Everest & Jennings Wheelchairs; Holly- 
wood Wheelchairs; Commodes; Walkers; 
Patient Lifters; Standing (Tilt) Tables; 
Self-propelled Wheelstretchers; Large selec- 
tion of Crutches, hardwood and aluminum; 
Canadian Crutches; Tripod and Four- 
legged Canes. 


HYDROTHERAPY—ELECTROTHERAPY: 
Whirlpools for every use; Hubbard Tanks; 
Paraffin Baths; Hydrocollator Master 
Units and Steam Packs; Ries “Moistaire” ; 
Shortwave Diathermy — Consoles and Port- 
ables; Galvanic-faradic-sinusoidal Generat- 
ors; Ultraviolet Lamps; Infra-red Lamps 
and Bakers; Ultrasonic Generators. 


CEREBRAL PALSY EQUIPMENT 


Wide variety of Stand-in Tables, Cut-out 
Tables; Kindergarten Chairs, Relaxation 
Chairs; Standing Stabilizers; Crab Crutch- 
es; Skis; Crawler; Protective Helmets 
(Headguards); Tricycles. 


ALL your needs 
supplied by ONE J * A a 


reliable source. 


175 FIFTH 


SELF-HELP DEVICES: 
For Activities of Daily Living: Toilet and 
Bathing Aids; Automatic Page Turner; 
Reachers; Eating Utensils and other A D L 
Equipment. 


DIAGNOSTIC APPARATUS 


Chronaximeters; Dynamometers; Newman 
Myometer; Goniometers; Oscillometers; 
Thermocouples and Skin Thermometers. 


Hew Ttem of, 
The Newman Myometer Set is now avail- 
able. A sensitive and accurate instrument 
for muscle test- 
ing, it consists 
of two myo 
meters: 0-15 Ibs. 
and 0-60 Ibs. Comes 
with a grip testing 
attachment, and a Pro- 
tractor to measure su- 
pination and pronation. 


Literature 
Upon 
Request 


Compiete 
with 
carrying case. 
Catalog 
#PC-5034 
$150.00 


With our large stock of equipment you 
are always assured of prompt delivery. 
Write for Your Free Copy of our Illustrated Cata- 
log +1056 and for any additional information. 


PRESTON CORP. 


AVENUE, NEW YORK 10.N. Y. 


va 

4 

; 

\ 
wae 


For Treatment of SPASTIC CASES - CEREBRAL PALSY - STROKE 
POLIO - HAND INJURIES 


General Electric Company’s 


Silicone BOUNCING PUTTY 


: DOES NOT HARDEN .. . LASTS INDEFINITELY . . . CAN BE AUTOCLAVED 
PHYSICAL THERAPY As a “TRIAL ORDER” — Send $2.00 for One $2.85 Jar 


S. R. GITTENS, Sole Distributor ° 1620 Callowhill Street, Phila. 30, Pa. 
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(Orthopaedic Appliances 


with the new DIREKT-FORM 


DROP-FOOT BRACE OR NIGHT SPLINT 
— Double-thickness of medium D-F 
mesh, with center layer of burlap. 
2 coats dipped D-F hardener; added 
finishing coats brushed on. Edges 
sanded, finished and protected by 
elastic tape — then completely water- 
proofed and sealed by D-F hardener 


DIREKT-FORM aluminum-alloy wire and woven fiber 
mesh is a new, patented material. The mesh is These are 
easily formed directly to the body of the patient. important DIREKT-FORM features: 


This molded form is then dipped into the plastic ~ Eliminates plaster casts 
hardener. Also, the DIREKT-FORM method has a ™ Can be handled ot room 
is supplied which permits reshaping or adjustment * Light-weight and durable 
of a semifinished or finished DIREKT-FORM device. Readily reshaped 
Allergy-proof, easily sterilized 
Write today for Bulletin 562 ” Radiolucent 
“ Cosmetically more appealing to 
6 Victor St., Saddle Brook, N. J. patient 


EXCLUSIVE NATIONAL FRANCHISES AVAILABLE — for many countries. Write for proposal 


GRAB BARS /or Bathtubs, Toilets and Showers 


OVER 500 OF THE NATION'S LEADING HOSPITALS AND SANITARIUMS HAVE INSTALLED OUR GRAB BAR EQUIPMENT 
Send for Brochure Engineering Aid to Institutions and Individuals 
NATIONAL STEEL PRODUCTS CO. « 424 NORTH MANSFIELD AVENUE, LOS ANGELES 36, CALIFORNIA 
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MOISTAIRE 


The Original Heat Therapy Unit 


UNEXCELLED 


for the delivery of moist heat at 
the exact prescribed temperature. 


COMFORT © SAFETY © DURABILITY 


Write for 
Recently Published 
Interesting Reprint 
For Illustrated information write, wire or call: 


The MES 


3508 FIFTH AVE., PITTSBURGH 13, PA. 


Take Your Recruitment Story 


into the living rooms of 
millions of Americans 


through 


television showings of our 


APTA sound film 
“Within Your Hands” 


You can effectively present the advantages 
of the physical therapy career to thousands 
of parents and students at each showing. 


Do your share to insure nation-wide showings 


of our TV film 


A copy of the 14%-minute TV version can be ob- 
tained from your National Office for a preview or 
for a definitely scheduled showing — without 
charge. 


Every APTA Member Can Help! 


Ask your Recruitment Chairman for suggestions 
or write us for information on your area’s TV 
stations and their coverage. Contact your stations 

. schedule showings . . . we'll supply films. 


And don’t forget that radio is an efficient medium 
for your recruitment material. Plan interviews, 
spot announcements, panel discussions and quiz 
and audience participation programs. If you need 
suggestions write your National Office. 


prescribe 


supports and appliances 


Economy, strength and scientific function — 
these are what you give your patients when 
you prescribe Camp supports and appliances. 
Your local authorized Camp Dealers stock a 
= Camp line for use in home and hos- 
pital. 


Camp’s new non-toxic, wash- 
able, plastic Thomas Collar for 
intermediate cervical support 
where prolonged, non-rigid hy- 
perextension is indicated . 
easy-to-use, lightweight, comfort- 
able, simply adjusted. 


A one piece legging for lower extremity 
skin traction. Eliminates need for a 
variety of materials. 
Simplicity of applica- 
tion and adjustment 
permits application by 
unskilled persons. Rel- 
ative freedom from 
serious complications. 


Camp's Arm Sling designed 
to take strain off the neck by 
using the shoulder for sup- 
port... Fitted with a single 
tie . . . Reversible for use on 
either arm... Available in 
attractive blue, grey, brown 
or white. 


APPLIANCES 
JACKSON, MICHIGAN 


SUPPORTS 
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Now...precise, repeatable, 
easily obtained results for... 


electrodiagnosis 
and 


‘neuromuscular disorders 


mover CH-3 


VARIABLE PULSE GENERATOR 
and CHRONAXIE METER 


chronaxie tests e strength duration curves 
e other electrodiagnostic procedurés! 


In chronaxie tests, procedures are 
simplified . . . results are obtained 
with minimum instrument manipula- 
tion, through automatic current-doubling. 
All testing procedures are expedited . . . 
results are accurate, repeatable, mean- 
ingful. The new automatic constant cur- 
rent control circuit eliminates error due to 
variations in patient and electrode resist- 
ance. Also, peak output pulse current is 
constantly clearly indicated on a large 
meter to further facilitate electrodiag- 
nosis. For complete information, write: 


t C a corpo 
80 Main St. White Plains, 


on- 


Notice to Members 


Summer Camps Are Productive 
Recruitment Projects 


Here are a few ideas that may be useful in 
planning summer recruitment programs in your 
local youth camps. 

First, make a list of the nearby summer camps 
maintained by your community's youth-serving 
health, civic, and fraternal 
groups. Find the program directors or other per- 
Tell them about the 
portunities physical therapy offers 


agencies; social 


sons to contact. career op- 
its challenges 
and its rewards; tell them about the urgent need 
for more physical therapists; give them some 
facts about the physical therapy profession and 
the place of the physical therapist on the rehabili- 
Then ask that a film showing or 
talk on physical therapy be scheduled for some 
Plan to distribute in- 
formational material to the audience. 


tation team. 
time during the summer. 


The youth-serving agencies which provide sum- 
mer camp activities include Camp Fire Girls, 
Boy Scouts, Girl Scouts, Catholic, Jewish, and 
Protestant youth organizations, YM and YWCA’s, 
YM and YWHA’s, 4H clubs and many others. 

Increasing numbers of church camps now in- 
clude career counseling in their summer _pro- 
Today’s church boards of education are 
keenly interested in helping their young people 
select careers in which they can make a maximum 


grams. 


contribution to the welfare of their communities. 
which often 
career seminar or workshop has become an in- 
tegral part of the church board’s summer pro- 
gram of education and recreation for young 


Vocational guidance includes a 


people. 

If your summer camp recruitment project is 
developed to its maximum coverage you will need 
additional copies of our sound film “Within Your 
Hands” to meet your heavy schedule of film 
showings. As soon as you have determined how 
many extra copies of the film will be needed, 
please send this information to the National 
Office (American Physical Therapy Association, 
1790 Broadway, New York 19, N. Y.), with the 
dates for which you have scheduled the film, and 
extra film copies will be mailed to cover your 
schedule. Also, please tell the National Office 
how many pieces of informational literature on 
physical therapy you wish sent to you for distri- 
bution at your summer camps. 
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Encourage Independence 


with X-TEND 


Longhandled Toothbrush 


An invaluable health device, one of several we 
have designed specifically for the physically disabled 
with limited range of motion in arms, shoulders, or 
hands. 16” long, with varied connection to set tooth- 
brush at 45° or 90° angle, as desired. Made of 
tubular aluminum, with safti-grip handle and spe- 
cial replaceable toothbrush. Complete prepaid in 
U. S. $1.95 each 
DISCOUNTS to Recognized Hospitals and Institutions 
One of many items DESIGNED for the Physically 
Disabled, shown in our catalogue offered below. 


FASCOLE CORPORATION 


Shopping Center for the Physically Disabled 
229 Fourth Avenue, New York 5, N.Y. 


FREE NEW CATALOGUE “A New Shopping Center for the 
Physically Disabled” offers a complete line of intimote, 
personal items and self-help devices for a ae dis- 
abied, ond recuperating persons. WRITE ON YOUR 
LETTERHEAD NOW. 


Georgia Warm Springs Foundation 


GRADUATE COURSE 


Physical Therapy and Occupational Therapy 
in the Care of Poliomyelitis 


This course is open to graduates of approved schools 
of physical and occupational therapy. Such graduates 
must be members of the American Physical Therapy 
Association and/or American Registry of Physical 
Therapists, or American Occupational Therapy Asso- 
ciation. 


ENTRANCE DATES: First Monday in January, April 
and October. 

COURSE I—Emphasis on care of convalescent 
neuro-muscular disease with intensive training in 
functional anatomy, muscle testing, muscle reeduca- 
tion and use of supportive and assistive apparatus. 
This course is complete in itself. 

COURSE Il—Three months duration with Course | 
prerequisite. Emphasis on care of severe chronic 
physical handicaps with intensive training in re- 
sumption of functional activity and use of adaptive 
apparatus. 

IN-SERVICE TRAINING PROGRAM—Fifteen months 
duration at salary of $225 per month plus full main- 
tenance. This program includes training in Course 
I and II. 

TUITION: None. Maintenance is $100 per month. For 
scholarship to cover transportation and maintenance 
for Courses I and II, contact Nati 1 F dation for 
Infantile Paralysis, Inc., 120 Broadway, New York 5, 
New York. (Scholarships require two years of ex- 
perience. ) 

For turther information contact: 


Robert L. Bennett, M.D., Medical Director 


Warm Springs Foundation 
Warm Springs, Georgia 


Custom Made 


CEREBRAL PALSY 


CONTROL BRACES 


BY THE 


C. OENISON 
ORTHOPAEDIC APPLIANCE CORP. 
(Ortho. Appl. Atlas—Pages 521-535) 


To Obtain 
DENISON’S C.P. BRACES 
Ask Your Local Orthopaedic 
Appliance Representative 


Information Available on Request 
To Therapists and Orthopaedic 
Appliance Representatives 


220 West 28th Street 
Baltimore 11, Maryland 
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WHAT VALUE 


Most people labor under the misapprehension 
that advertising is some sort of alchemy ... either a 
waste of money or something that somehow forces 
people to buy something that they don't need, 
can't afford and really don't want. Actually it's 
pretty simple . . . advertising is just the display of 
merchandise or ideas, and can do a very important 
and useful educational job. 

When we advertise to the medical profession, 
we sometimes run up against the doctor's wife. 
After years of working, possibly as an R.N., while 
hubby went to college, medical school, then in- 
terned, and sweated out the rough years in estab- 
lishing his practice, she’s ready for those inch thick 
oriental rugs he promised her in the first blush of 
their engagement. When her good husband the 
doctor sees an ad in a medical journal extolling 
the virtues of a Birtcher ultrasonic machine, she’s 
entitled to a little well timed indignation if he 
says, “lets take that money we've been saving and 
buy one.” 

But ia practice, these wonderful gals usually 
seem to take things in stride, tell M.D. hubby to 
“go ahead, we'll buy the orientals next year,” al- 
though they probably say something else under 
their breaths about the advertising man who wrote 
the ad that got her hubby to wanting an ultrasonic 
machine more than he wanted her to have oriental 
rugs. We don't blame her for her feelings, though, 
maybe because of their investment in equipment 
to better serve their practice, they'll be able to 
look at two-inch thick orientals next year 

When we advertise, we at the Birtcher Corpora- 
tion conscientiously try to provide an important 
service beyond the mere selling of equipment 
You may have noticed that only rarely will we 


| Hirteter 


ADVERTISING? 


say much about the specific equipment . . . we al- 
ways try to stress the therapy. We have reprinted 
hundreds of medical papers over the past 20 years, 
and sent them free of charge to anyone in the 
medical profession who was interested enough to 
inquire. If you would like medical reprints on 
ultrasonics, short wave diathermy, electric muscle 
stimulation, or hydro-therapy, drop us a line 
telling us of your interests, and we'll be more than 
happy to send you whatever current material we 
have on hand. 


Twelve years ago, down in New Zealand when 
I married my wife, | promised her some “orientals 
and such” too. As yet she hasn't gotten them. 
Seems I'm always seeing an ad for equipment to 
help in my business. You see, advertising men 
are just as susceptible to advertising as anyone. 

The boss, Cecil Birtcher, will be with you next 
month. He is going to get back from the east 
just about in time to be able to write his “CJB 
Special” for the August issue of Physical Therapy 
Review. 
time Cecil leaves town, I'll be 
Don't 
when 


So until next 
seeing for- 
get 
have a 


yu. 


to write you 


comment on our 


ads. Good ones to CJB 


and bad ones to me. 


Cordially, 


ADVERTISING MANAGER 


3 WORLD'S LARGEST VOLUME PRODUCER OF ELECTRO-MEDICAL-SURGICAL DEVICES 
4371 Valley Boulevard, Los Angeles 32, California 


— 
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The Physical Therapy Review 
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Glossopharyngeal Breathing 


Miriam Zumwalt, B.A., Hazel V. Adkins, M.A., Clarence W. Dail, M.D., 
and John E. Affeldt, M.D. 


In September, 1952, a 17 year old high school 
senior in one of our western states was admitted 
to the hospital with a diagnosis of bulbospinal 
poliomyelitis. Jim was an honor student and 
planned to study engineering at Massachusetts 
Institute of Technology. After a time it became 
apparent that he would not be able to breathe as 
he had no function of the diaphragm or inter- 
costal muscles and severe involvement of the ac- 
cessory muscles of respiration. His upper ex- 
tremities were completely paralyzed but he had 
good function of his lower extremities. 

For almost two years he lived in a respirator 
in the hospital. Psychologically, he alternated be- 
tween long periods of utter despair because his 
life plans were shattered, and brighter days when 
hope would suggest that perhaps sometime help 
could be found for him. The doctors in charge 
of Jim’s care felt he would benefit from learning 
glossopharyngeal breathing and decided to send 
him to a respiratory center where he could have 
the opportunity to learn this type of breathing. 

He was admitted to Rancho Los Amigos Hos- 
pital and began to receive instruction. It was not 
always easy. Some days his hopeful attitude was 
shadowed by the question, “What if I can’t 
learn?” But success came at last, and soon after 
having mastered glossopharyngeal breathing he 

From the Respiratory Center for Poliomyelitis, Rancho 
Los Amigos Hospital, Hondo, California; and the Depart- 


ments of Physical Medicine and Internal Medicine, Col- 
lege of Medical Evangelists, Los Angeles, California 


The Respiratory Center is aided by an annual grant 
from the National Foundation for Infantile Paralysis 


could be independent of respiratory equipment 
for 10 or 15 minutes. Next he faced the experi- 
ence of being weaned from respiratory equip- 
ment. It is relatively simple to lie on the bed 
beside a positive pressure machine and do glosso- 
pharyngeal breathing for long periods as en- 
durance is improved. But to be put into a wheel 
chair and taken away from the security of the 
respirator is for many patients a frightening 
experience. Jim’s first trial was short indeed. We 
had reached the hall when he filled his lungs with 
air and said, “I think we had better go back.” 
As soon as he was reconnected to the respirator 
he smiled sheepishly and said, “I think we had 
better try that again.” Two weeks later he was 
propelling his wheel chair down the hall by using 
his lower extremities. After more than two years 
he was achieving independence and his en- 
thusiasm mounted daily. Five months after ad- 
mission he left the hospital for home and later 
appeared on television to tell of his accomplish- 
ments. Today he is studying again, not at M.I.T., 
but he will contribute his share toward the 
progress of science. 

Glossopharyngeal breathing (GPB). some- 
times referred to as “frog breathing” or “gulp- 
ing.” is a substitute method of breathing which 
can produce adequate ventilation when there is 
weakness or paralysis of the respiratory muscles. 
(ir is forced into the lungs by the mouth and 
throat acting as a pump; therefore, the muscles 
of the tongue. soft palate, fauces. pharynx. and 
larynx must be functional. 
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Figure 1. Mouth and throat motions in glossopharyngeal breathing. 
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-LARYNX 
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(From Dail, 


et al., J.A.M.A., 158: 445-449, June 11, 1955) 


This technic of breathing was first observed 
in this institution when a patient, unaware of 
the process, learned to breathe in this manner. 
Realizing the great advantage this method might 
offer to other patients, we now teach it when in- 
dicated. Glossopharyngeal breathing has been 
studied in 200 patients by means of physical 
examination and, in a number of cases, by 
flouroscopy as well. We have also observed ap- 
proximately 50 normal subjects who have mas- 
tered GPB. Self-examination, by those of us who 
have learned it, has proved to be of great value 
in understanding the mechanics involved. 


ANALYSIS OF TECHNIC 


In glossopharyngeal breathing air is pumped 
through the larynx into the lungs by a stroke-like 
action of the tongue together with a constricting 


action of the pharynx. With each such stroke, the 
air accumulates step-like in the lungs. After ap- 
proximately 10 strokes, the air is released from 
the lungs by relaxation similar to ordinary passive 
expiration. Each stroke can be considered a 
cycle. Figure 1 illustrates the motions used. 

In the first step, a mouth and throat full of 
air is taken by depressing the tongue and floor 
of the mouth. The width of the pharyngeal 
space is increased and the laryngeal orifice is 
kept closed. 

During the second step the lips are closed, 
and the soft palate is raised to trap the air in 
the pharynx. In step three the larynx is opened, 
the floor of the mouth is raised and the pharynx 
is constricted. This action, along with a progres- 
sive backward motion of the tongue forces air 
through the opened larynx into the trachea. The 
cycle is completed in step four when the larynx 
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SERIAL SPIROGRAMS OF GPB 


Cose 

Mole, Age 30 yrs. 

Onset Polio — 8-17-53 

Predicted Normal Vito! 
Capacity: 4310mi. 


GPB-32 min. Breathing 


Figure 2. 


and after learning glossopharyngeal breathing. 


(From Dail, et al. 
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Respirator 


One Minute 


GPB-I60 min Breathing 


Spirograms from a patient with respiratory muscle paralysis taken during 


See text for further description. 


A Manual of Instruction for Glossopharyngeal Breathing, 


National Foundation for Infantile Paralysis, New York, 1955.) 


is closed and air is trapped in the trachea and 
lungs. This stroke-by-stroke filling of the lungs 
is inspiration. The amount of air accumulated in 
the lungs from a series of about 10 such strokes 
is comparable to a good-sized breath. Expira- 
tion then results when the larynx is opened and 
the accumulated air escapes passively. 

We have described the method of GPB most 
commonly used. Individual patients have varied 
this somewhat. A few are able to draw air 
through the nose, the mouth being continually 
closed. This method is usually not as efficient 
since the amount of air that can be moved is less; 
however, if it can be used it is desirable because 
the air is humidified and the movements are 
less conspicuous. Some patients do not close the 
lips during step two of the stroke, but use the 
tongue to valve the air. Quite commonly the 
patient prefers to initiate each breath by a limited 
action of the ordinary inspiratory muscles. 


Glossopharyngeal breathing is described by 
animation, fluoroscopy, and patient demonstra- 
tion in a motion picture film* prepared primarily 
for presentation to medical personnel, rather 
than as an aid in teaching. 


DESCRIPTION OF CASES 


In the clinical evaluation of patients who are 
being taught GPB, serial tracings are made on a 
basal metabolism spirograph (Sanborn), which 
gives a documented accomplishment record of 
each patient. Serial tracings also aid in the 
analysis of problems that the patient may have 
in the process of learning. The tracings in figure 
2 are taken from a patient who developed exten- 
sive paralysis in the summer of 1953. His in- 
struction in GPB began early in January, 1954. 
As evidenced by tracing “A” he was able to 


* See reference 1 
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demonstrate a stroke-like motion by January 
13, but he could not move any air into the lungs. 
Tracing “B” taken in March shows improvement 
in the size of the stroke, but still no air is accumu- 
lating. When the nose is closed by a clamp, 
appreciable air can be moved. This indicates 
that the patient had not yet learned to close 
off the nose with the soft palate. Note the 
marked progressive improvement between May 
and October. The tracings demonstrate improve- 
ment in stroke volume and frequency, in the 
maximal breath that the patient could take, and 
in the length of time that the patient could 
breathe. 

This patient had more than average difficulty 
in learning the technic, but after months of 
perseverance he finally succeeded and at the 
present time is one of the more successful GP 
breathers. He still has a tracheostomy but has 
not needed tracheal suctioning for several months, 
which he feels is because with GPB he is able 
to cough sufficiently well to raise mucus. The 
patient is now free of respiratory equipment 
several hours a day and he is able to exercise his 
weak diaphragm frequently. He accomplishes 
this by discontinuing glossopharyngeal breath- 
ing for a few moments while he breathes properly. 
He does not have to wait for someone to open 
the respirator in order to exercise the weak respir- 
atory muscles. 

Of the 200 patients we have observed doing 
glossopharyngeal breathing 133 were instructed 
by hospital personnel, 32 learned without appre- 
ciable help, 28 learned from other patients, and 
7 performed GPB spontaneously. Of this total, 
70 patients depend on GPB for unassisted breath- 
ing. With the muscles normally used for respira- 
tion they can breathe for two or three minutes. 
With GPB these same patients are able to breathe 
from two to eight hours. Forty patients use GPB 
for assistance in breathing. With GPB as assist- 
ance they can remain free of respiratory equip- 
ment longer and engage in more treatment 
activities. Although all patients make use of 
GPB to improve their ability to cough, 90 patients, 
who have adequate vital capacity for breathing, 
have learned the technic primarily for assistance 
in coughing. We are confident that serious 
respiratory complications have been prevented in 
many of these patients because of their greater 
ability to remove accumulated mucus from the 
airway. All patients are encouraged to take 
occasional deep breaths to stretch the lungs and 
chest. Many patients are pleased that their voices 
are stronger and they can form longer phrases 
with one breath. 
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A study of these cases clearly points out the 
advantages of glossopharyngeal breathing. These 
patients have a self-developed emergency respi- 
rator which they can use in the event of failure 
of mechanical respiratory equipment. This 
alleviates the fear common to this type of patient. 
They can be free of the respirator for ordinary 
nursing care, to have tub baths, to attend occu- 
pational therapy classes, to go to the gymnasium 
for treatment, to attend social functions, to go for 
automobile rides, and even to carry on their busi- 
It is obvious that the patient’s morale 
improves greatly with these accomplishments. The 
work of the nurse and the physical therapist is 
simplified. Reeducation of the normal breath- 

ing pattern is facilitated. 


ness, 


CONTRAINDICATIONS. LIMITATIONS, 
AND PRECAUTIONS 


Patients with adequate vital capacity, with 
good diaphragm strength, strong abdominal 
muscles, a flexible rib cage, and strong inter- 
costal muscles have no need to learn GPB. This 
may seem to be a superfluous statement, but 
several times we have had to deny instruction to 
some patients because others needed it more. 

It is impossible for patients with severe in- 
volvement of the throat muscles to learn this 
technic. Therefore, it is contraindicated because 
an attempt to learn only creates further dis- 
couragement. 

Glossopharyngeal breathing is contraindicated 
for patients with failing cardiac function or active 
pulmonary infections. Medical complications 
may temporarily constitute a contraindication 
because of general weakness and need for rest. 
If a patient is frequently fatigued for any reason, 
instruction should be delayed until the condition 
is corrected since learning may be quite tiring. 
In the severely involved cases instruction should 
not begin until the patient is medically stabilized. 
This may be several months after the onset of 
the paralysis. 

Patients cannot do glossopharyngeal breathing 
while sleeping and usually cannot eat during GPB. 
Patients with open tracheostomies cannot do GPB 
and if the tracheostomy tube leaks, the lungs 
cannot fill with air. Pressure from GPB may 
dislodge a loosely fitting tracheostomy stopper. 
This is a danger that must be prevented by mak- 
ing the stopper fit very securely in the 


tracheostomy and checking the fit frequently. 
Laryngeal irritation can make this breathing 
and 


ineffective by producing incoordination 


laryngeal spasm. 
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The cosmetic aspect may be considered a 
limitation since the motions may look peculiar 
to the patient as well as to others. However, 
this can be minimized by practice and by learn- 
ing to breathe through the nose. 

In coughing with GPB, the intrapleural 
pressure rises and may tend to interfere with 
the return of venous blood to the heart. When 
pressures are excessive the patient may com- 
plain of fullness in the head and possibly a 
feeling of fainting. The patient’s pulse should 
be checked before he is allowed to use GPB 
for chest stretching and coughing. He should 
not be permitted to breathe so deeply as to 
cause appreciable weakening of the pulse. To 
counteract the effect on the pulse, the chest 
should be simultaneously expanded with the 
accessory muscles during the height of the 
maximal GPB inspiration. 

Since there may be limitations and contraindi- 
cations to GPB. instruction should always be 
under medical direction. 


TEACHING GLOSSOPHARYNGEAL BREATHING 


Some patients learn to do GPB without any 
instruction whatsoever while some learn well 
from other patients; however, it has been our 
experience that the best way for patients to 
learn is to be taught by an instructor. 

The qualifications of the GPB instructor are 
particularly important. Above all, he should 
have a strong personal interest in the rehabili- 
tation goals of the patient. He should have 
close contact with the patient, preferably several 
times a day. There must be close rapport between 
the instructor and the patient. Although it is 
desirable that the instructor be able to actually 
do glossopharyngeal breathing himself, this is 
not necessarily imperative. At least he must 
have a personal knowledge of how the technic 
functions, and be able to demonstrate this to 
the patient. Of course, he should reflect his 
enthusiasm in the value and expected success of 
the teaching project. To be able to do this, he 
must have a reasonably accurate knowledge of 
what eventually can be expected in each individ- 
ual patient. In other words, how is glosso- 
pharyngeal breathing expected to fit into the 
patient's rehabilitation program? Above all, 
the instructor must have patience and persistence 
in his work and he must be able to develop these 
qualities in the patient, for in most cases the 
learning process requires weeks and months. 
The learning time required by the more severely 
paralyzed patient is usually longer. 

The instructor may be a successful teacher 
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even though he does not have a background in 
physical therapy and has no knowledge of 
anatomy. Patients who have learned the technic 
may teach successfully. Certainly, a physical 
therapist or speech therapist who has acquired 
a good understanding of anatomy and who is 
able to do GPB himself, would have advantages 
as a teacher. This is especially true if the patient 
has weakness of the participating structures and 
is not able to breathe unassisted. 

Before beginning the program of instruction, 
it is important that the patient understand what 
is intended to be accomplished. The general 
principle of glossopharyngeal breathing should 
be briefly described to him. The advantages 
should be given and it should be explained that 
glossopharyngeal breathing will aid in the de- 
velopment of proper breathing and in no way 
hinder normal breathing. The aims in the 
particular case should be clearly described to 
the patient. One should not attempt to go ahead 
with the instruction program unless the patient 
becomes enthusiastic about it. During the learn- 
ing process the patient will need continual en- 
couragement. 

We will not attempt to present the actual 
technic of teaching at this time; however, we have 
prepared a manual describing the current technic 
of teaching+ which may be obtained on request 
from the National Foundation for Infantile 
Paralysis. It should be emphasized that learning 
GPB may be difficult but that even with much 
effort it is worth while. One should weigh the 
cost before starting. Many of our successful 
patients have taken several months to learn. 


CONCLUSION 


The value of glossopharygneal breathing to 
those who have impaired breathing ability cannot 
be overestimated. The advantages are medical, 
social, psychological, and economic. Many 
patients state that their lives have been changed 
by having learned GPB. Those persons who 
have no tolerance emphasize the fact that they 
no longer live under the tension caused by the 
thought of a power failure, and this is worth 
any amount of effort required in learning. 

It is important to remember that GPB does 
not hinder the development of the normal breath- 
ing pattern. In fact, many have experienced an 
increase in diaphragm function after mastering 
it because it gave opportunity to practice dia- 
phragm breathing repeatedly during the day. 
In our experience we have found no ill effects 


+ See reference 2. 
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resulting from the use of glossopharyngeal 
breathing. 


It is important that persistent effort be put 
forth on behalf of these patients. Some learn 
without instruction and some with very little 
instruction, but there is that group which will 
require patient, persevering work over a period 
of months. To insure ultimate success in these 
cases it is imperative that they have adequate 
rest. Their fears must be allayed. Patients 
cannot breathe effectively unless they are re- 
laxed. Consequently, they must be led rather 
than forced into breathing. They will need much 
encouragement while attempting to learn. The 
instructor should be enthusiastic in order to 
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meet this need and inspire confidence in the 
patients. 
REFEERENCES 


1. Dail, C. W., and Affeldt, J. E.: Glossopharyngeal Breath- 
ing. A 16 mm. motion picture with sound (10 min. 
showing time). May be obtained on loan from the 
National Foundation for Infantile Paralysis, 120 Broad- 
way. New York 5, New York. 

2. ————-, Zumwalt, Miriam, and Adkins, Hazel: A 
Manual of Instruction for Glossopharyngeal Breathing. 
National Foundation for Infantile Paralysis, New York, 


1955. 
3. —————: “Glossopharyngeal breathing’ by paralyzed 
patients. California Med. 75: 15-25 (September) 1951 
4. ———-, Affeldt, J. E., and Collier, C. R.: Clinical 


aspects of glossopharyngeal breathing. Report of its 
use by one hundred postpoliomyelitic patients. J.A.M.A. 
158: 445-449 (Jume 11) 1955 

5. Kirschsieper, H. M Eigenartiger atemhilfsmechanis- 
mus bei peripherer poliomyelitischer atemlahmung 
Archiv Fur Kinder Heil Kunde. 148: 258-262, 1954 


Functional Activity Testing— 


A Report of a Survey 


Ruth Cook, M.A. 


Those of us who are concerned with the practice 
of “rehabilitation” are in a challenging. but 
often frustrating, position. For perhaps the first 
time in the history of medicine a philosophy of 
action has preceded the development of technics 
necessary to implement the philosophy. This 
reversal, together with the rapid development of 
rehabilitation facilities in the United States and 
the dearth of written clinical material has, here- 
tofore. made it incumbent on the staff of each 
center to develop, and to mold, procedures which 
suffice to meet the needs of the particular rehabili- 
tation facility or the particular patient group. 

This method of operation, though necessary in 
the early days, is insular, time consuming, and 
expensive, particularly with respect to tests and 
measurements, and training technics common to 
all rehabilitation facilities. 

It is. and has been. our feeling that activities 
of daily living ADL). or functional activity 
(FA) testing. has become a common tool in 
rehabilitation programs. Over an eight year 
period (1948-1954), experience at the Morrison 
Center for Rehabilitation with administering and 
modifying the ADL tests available has led us to 


Coordinator, Education and Research. May T. Morrison 
Center for Rehabilitation, San Francisco 


believe that there is a necessity for national 
standardization of a functional activity test and 
that such standardization is now feasible. 

In order to determine the nature, scope, and 
types of procedures used in ADL testing through- 
out the United States, to test our hypothesis, 
and to evaluate our own problems in this field, 
the Morrison Center. in October of 1954, re- 
quested the cooperation of 43 rehabilitation 
centers in completing a survey of ADL testing. 

Thirty-nine rehabilitation centers asked to 
participate were those listed with the 1952 
National Conference of Rehabilitation Centers. 
Three centers known to the Conference in 1953 
and one center known to have a rehabilitation 
program of national note also asked to 
participate. 

\ questionnaire dealing with various aspects 
of ADL testing was sent to each center. A 
request was made for copies of tests used, 


were 


including any special tests given to amputees, 
housewives, and children. The returned question- 
naires were reviewed and tabulated. The ADL 
tests were compared for format, number of items 
tested, categories or areas of testing. and scoring 
method. 
Reports 


centers 


were received from 32 


. 
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Figure 1. Location of centers reporting to functional test survey. Centers from states shown in 
black reported by questionnaire. Dotted areas indicate the lecation of centers reporting by letter. 
Numerals represent number of centers reporting in each category. 
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Figure 2. Classification of rehabilitation centers reporting to the survey by questionnaire. The 
classification is that of the National Conference of Rehabilitation Centers. The percentages rep- 


resent the ratio of centers in a particular category to the total number reporting by questionnaire. 
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(74.4 per cent). Of this group, 21 centers 
were doing ADL testing and had done so over 
a long enough period to answer the questionnaire. 

The locations of the centers reporting by 
questionnaire are outlined in black in figure 1. 
Classifications for this group. according to the 
National Conference are as follows: 


13 community outpatient centers. 

1 community inpatient centers. 

2 vocational rehabilitation centers. 
2 hospital centers. 


Figure 2 indicates this classification in percent- 
age of the total number of centers answering 
the questionnaire. 

Eleven the locations of which are 
shown in the dotted sections of figure 1, reported 
by letter that they were unable to participate in 
the study for one of the following reasons: 


centers, 


1. Four centers stated that the type of patient 
disabilities treated in their particular center 
made ADL tests inapplicable to the program. 
Two of these centers were classified as insurance 
centers, one as a community outpatient center 
and one as a community inpatient center. 

2. Two centers stated that progress notes were 
a sufficient record. One of this group was classi- 
fied as a community outpatient center and one 
as a community inpatient center. 

3. Three centers, all of the community out- 
patient type. stated that they were working on 
an ADL test suitable for their own needs and 
either had not completed it or had not used it 
long enough to evaluate it properly. 

4. Two centers stated that the questionnaire 
was not applicable and did not give a reason. 

Eleven centers did not respond by letter or 
by questionnaire. 


(QUESTIONNAIRE 


Questions asked on the questionnaire and the 
responses to them are as follows: 

1. Are you satisfied with the items on the ADL 
test which you are presently using? Yes—15; 
No-6; Total reporting-21. 

2. Are you satisfied with the present scoring 
system? Yes-17; No-—3; Total reporting—20. 

3. Is the present scoring system quickly and 
easily understood by new therapists? Yes—20; 
No—0; Total reporting—20. 

4. Does one person in the department do all 
the FA testing? Yes—9; No-12:; Total report- 
ing—21. 


5. If more than one person does the testing, 
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are there discrepancies? Yes—1; No-10; Total 
reporting—1 l. 

6. With a severely involved patient what is 
the average length of time it takes to complete 
an ADL test? (Fig. 3) 


a. 1 to 2 days 10 
b. 2 to 5 days 6 
ec. 5 to 10 days 4 
d. variable l 
Total reporting 21 


7. With a moderately involved patient what 
is the average length of time it takes to complete 


an ADL test? (Fig. 3) 


a. 1 to 2 days 15 
b. 2 to 5 days 5 
c. 5 to 10 days 0 
d. variable l 
Total reporting 21 
8. ADL re-tests are done— 
a. once monthly 3 
b. 1 to 3 months 8 
c. 3 to 6 months } 
d. at entrance and discharge 8 
e. variable l 


Total reporting—18 
Note: 3 Centers answered c. and d. 
2 centers answered a. and d. 
1 center answered b. and d. 
9. Have you ever used a different method of 
scoring from that used at present? Yes—15; No- 
6; Total reporting—21. 


10. What was the previous sy stem? 


a. Solely a time test ] 
b. Combined time and symbol 10 
c. Check system ] 

Total reporting 12 


ll. Did you change because the other method 
was— 


a. inadequate 8 
b. too difficult to give 2 
c. not easily understood 6 
d. Other 1 (Too broad) 


Total reporting—14 
Note: 3 centers answered a. and c. 

12. Do you consider your scoring method to 
he an adequate guide to the degree of perform- 
ance (how much of an activity a patient ac- 
complishes) with or without assistance for— 

Total 


Yes No reporting 
a. one complete activity? 12 2 14 
b. part of one activity? 9 2 ll 
c. all activities? 15 1 16 


13. Do you consider your scoring system to 
be an adequate guide to the quality (speed, 
safety, agility, endurance) of performance for— 


Total 
Yes No reporting 
a. one complete activity? 9 3 2 
b. part of one activity? 7 3 10 
ec. all activities? 5 14 
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Compttrion Time 
2; Cewrers 


Figure 3. Completion time for an ADL test. 


t will be noted that the more severely involved the 


FRLLIISY 


patient is the longer it takes a proportionately larger number of centers to complete a test. 


14. Do you consider your scoring system an 
adequate guide to the time taken to perform— 


Total 
Yes No reporting 
a. all activities? 4 ll 15 
b. some activities? 9 4 13 


15. Could the number of items (in all areas 
of activity) performed by a patient in bed be 


determined 
a. easily? 4 
b. with moderate ease? 7 
c. with some difficulty? 5 
Total reporting 16 


16. Could the number of items performed by 
a patient in his wheel chair be determined— 


a. easily? 8 
b. with moderate ease? 9 
c. with some difficulty? 1 


18 


lotal reporting 


17. Could the number of items performed by 
a patient in the standing position be determined— 


a. easily? 12 
b. with moderate ease? 7 
c. with some difficulty? 0 


Total reporting 19 


18. Do you record what kind of apparatus is 
worn at the time of each test by— 
a. writing it in? 17 
b. checking it off in a separate 
section ? 1 
c. using a symbol for each type of 
appliance? 
Total reporting 19 
19. Using your scoring system, have you ever 
tried to correlate statistically— 


Yes No Total 
reporting 
a. admission status with 
discharge status? ll 10 21 
b. discharge status with 
postdischarge status? 3. 14 17 


20. On the basis of scoring only, do you feel 
that such correlation could be obtained— 


Yes 

a. with comparative ease? 6 
b. with moderate difficulty? 9 
ce. with difficulty? 5 
Total reporting 20 


| 

4 

° 
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21. Are you using a “short” FA form in 


addition to your standard one? 


Yes—6, No—14, Total reporting—20 


22. If you have a “short” form do you find it 


Yes No 
a. as useful as you had hoped? 3 1 
b. not used? 0 
c. used only by certain persons? 0 
d. used by all interested personnel? 2 
€. too soon to evaluate? 2 
Total reporting 6 


Note: 2 centers answered a. and d. 


23. Do you think a single FA test could be 


drawn up which would be standard for all re- 
habilitation centers? Yes—13; No-7; Question- 


able—] 


Total reporting—21 
Nineteen rehabilitation centers returned func- 


tional activity test forms used by their particular 
facility. Comparison of these test forms shows 
the following: 


l. Scoring systems 


Thirteen centers used the block system of 
scoring described in the Veterans Administra- 
tion Pamphlet 10-10-1946, entitled “What's 
My Score,” or used a check or symbols (X, /, 
O, etc.) in a similar manner. The meaning of 
the check, or symbols, was essentially that for 
for the filled in blocks of the “What's My 
Score” system. 

Five centers used grades (i.e., O, P, F. G. 
etc.) or numbers (i.e.. 1, 2, 3, 4, ete.) to 
qualify performance. The only essential differ- 
ence between centers in the meaning of grades 
or numbers lay in the degree of emphasis 
placed on amount of independent performance 
under specific conditions in given time, versus 
the quality of performance with and without 
environmental adaptions and/or appliances. 

One center (New York S$ ate Rehabilitation 
Hospital) made use of three symbols (0. 
X) to grade performance, independence and 
time, i.e., in the column for “Performance” 
a “/” meant “Performs awkwardly or needs 
more practice”; in the column for “Indepen- 
dence” it meant “Assistance necessary only 
for reasons of safety”; in the column for 
“Time” it meant “Requires not more than 
twice the allotted time.” 


Summary scores 


Only two of the 19 tests reviewed made use 
of summary scores. The 1949 version of the 


Georgia Warm Springs test permitted a per- 
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centage score based on the ratio of number of 
items performed independently to the number 
of items to be tested. 


The New York State Rehabilitation Hospital 
test devised by Hoberman and Cicenia, 1952, 
made use of a numerical rating assigned to 
each symbol thus permitting a category and/or 
total test score expressed as the ratio between 
test performance and the maximum score 
attainable. 


3. Number of test items 


The total number of items tested by this 
group of 19 centers ranged from 22 to 246, 
the mean number being 116 (Fig. 4). 


1. Types of items tested 


All centers, except one, tested similar items 
in the areas which were common to all centers. 
The only basic difference lay in the detail of 
breakdown for each item. 


5. Item groups or categories 


a. Four centers used major headings of 
Walking and Nonwalking activities. These 
4 centers and 12 others used major and sub- 
headings as follows: 


Vumber of Centers 


TITLE Using the Heading 
Bed Activities 8 
Eating ll 
Hygiene 10 
Dressing 10 


Self-Care Activities 
Communication 

Walking or Ambulation 
Locomotion 

Progressing 

Wheel Chair Locomotion 
Climbing 

Elevation 

Apparatus or Appliances 
Household Activities 
Hand Activities 

Utilities 


Other categories of items used by two or 
less of the 16 centers were: driving. endurance, 
work tolerance, recreation. and shopping. 

b. One center categorized items according 
to developmental progression, i.e.. rolling, 
crawling, reciprocating, and kneeling. 

c. One center used no item categorization. 


d. One center used scoring columns entitled 
Bed, Wheel Chair. Ambulatory without Appa- 
ratus. and Ambulatory with Apparatus, for 
grouping items and classifying patients. 


— 
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NUMBER OF 


ITEMS 
ON EACH 
FUNCTIONAL 
ACTIVITIES 


TEST 


19 CENTERS 
REPRESENTED 


* 


MEAN 116.15 


400, 250 


Figure 4. 


6. Special tests 


Eight centers used a special test for ampu- 
tees. 

Four centers used a special test for children 
‘or were in the process of developing such a 
test). 

Five centers used a special household activi- 
ties test. 

Other tests used by one or two facilities were 
those for Work Evaluation and Hand Prefer- 
ence. 


SUMMARY 


A survey of practices in ADL testing was 
undertaken by the Morrison Center for Rehabili- 
tation in the fall of 1954. Forty-three centers 
were asked to fill out a questionnaire and to re- 
turn copies of functional activity tests in current 
use at their centers. 

Twenty-one centers responded by questionnaire 
(49 per cent). 

Eleven centers, responding by letter, stated that 
they were unable to participate (25.5 per cent). 


Eleven centers did not respond (25.5 per cent). 

Nineteen centers returned sample test forms for 
review and comparison. 

Analysis of the responses to questions asked on 
the questionnaire and review of the ADL tests 
returned indicate that: 


1. The majority of centers were satisfied with 
both the items and the scoring system in current 
use at their centers. The majority of this group 
(13 centers) were using either the “What's My 
Score” system or a modification of it. Only three 
centers, however, had tried to correlate discharge 
status with postdischarge status by using ADL 
test criteria. 

2. Of the 21 centers reporting, 71 per cent 
take one to two days to complete a functional 
activity test on a moderately involved patient, but 
only 48 per cent are able to complete a test in 
this length of time on a severely involved patient. 
With this type of patient 48 per cent of the 
centers reporting take from 2 to 10 days to 
complete an ADL test. 

3. The mean number of items tested by 19 
centers was 116. 
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4. Two centers do ADL tests at entrance, 
at discharge, and at monthly intervals. Three 
centers test at entrance and discharge and at 
intervals of three to six months. One center 
tests at entrance, discharge, and at intervals of 
one to three months. Two centers test only at 
entrance and discharge, one at monthly intervals, 
seven at intervals of one to three months, one at 
intervals of three to six months, and one at vary- 
ing times. 

5. The majority of centers had used different 
scoring systems from that presently in use at 
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their center, and the two major reasons for chang- 
ing from what had been a time and symbol 
method were inadequacy and lack of ease of 
understanding. 


6. The majority of centers write in the type 
of apparatus a patient is wearing on each test 
date. 


7. Of the 21 centers participating, 70 per 
cent felt that a single ADL test could be formu- 
lated which would be standard for all rehabili- 
tation centers. 


Recovery of Power in Leg Muscles 


Following Poliomyelitis 


Robert Palmer, and Carl D. Martz, M.D. 


This work was undertaken with a three-fold pur- 
pose, the first of which was to study the return 
of function in muscles weakened by poliomyelitis. 
We were also interested in determining whether 
early muscle examinations have prognostic value 
and what the ultimate fate of muscles whose in- 
sertion had been transferred might be. 

One hundred and thirty cases of poliomyelitis 
were studied. The group included children who 
were from 5 to 12 years of age when they con- 
tracted polio. All had involvement of muscles 
below the knee requiring physical therapy. The 
dates of onset were quite evenly distributed over 
a ten year period. 

Due to confinement in respirators, many cases 
had not had muscle analyses adequate for classifi- 
cation prior to two months after the onset of 
polio; therefore, two months was selected as the 
base period. Thus, muscles testing “out” after 
two months of paralysis were called base O, 
base T for those testing “trace,” base P for those 
testing “poor.” base F for “fair,” base G for 
“good,” and base N for “normal.” 

In all, 997 individual muscles were included 
in the analysis of 130 cases. Their behavior 
during and at the close of recovery and following 


Carl D. Martz, M.D., is Associate Professor Orthopaedic 
Surgery. Indiana University School of Medicine; Mr. 
Palmer is a medical student, Indiana University School of 
Medicine, Indianapolis 


surgery is set forth in the following graphic 
form. 


Key to Graphs 


Minimum and maximum rating given any muscle 
in the group at the given time are shown by the 
enclosed area on the graph. 

Average ratings of all muscles in the group are 
shown by the line running through the enclosed 
area. 

Muscles rated on the nonweight-bearing scale are 
represented by solid lines. 

Muscles rated on the weight-bearing 
represented by broken lines. 


scale are 


DiIscUSSION 


This study was confined to muscles which 
move the foot. Similar results may not be found 
in the muscles of the upper extremity. Indeed, 
Scharrard’s study suggests that the rate and 
extent of recovery in the muscles of the upper 
extremity are greater than those of the lower. 

Muscles which test base O or Trace carry a 
poor prognosis. Of the 196 muscles testing O 
at six to ten weeks, 181 (92.34 per cent) tested 
O or T on their final test. Only 7 (2.04 per cent) 
reached F. Of 76 muscles testing T at this period, 
59 (77.64 per cent) tested P at their final test. 
Of all of the muscles analyzed in these two 
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Power or Muscies Last EvALuarep 
Time Ant Tib Gastroc Post Tib PeronL EDL Totals 
Base Final # % 7 f # % # % # 
0 Oo 45 81.81 21 72.41 38 84.44 27 61.82 29 85,29 160 81.63 
= 10 18.18 310.34 511.12 1 3.03 2 5.88 21 10.71 
on -- -- 3.03 1 0.52 
: ¢ 8 34.78 211.76 5 33.33 4 33.33 111.1] 20 26.32 
T 313.04 211.76 213.33 1 8.33 <= 8 10.53 
T F 1 1.32 
T F/G -- -- -- 1 5.88 1 6.67 1 8.33 2 22,22 5 6.58 
T G 1 1.32 
PO 420.00 2 7.41 3 27.27 110.00 ---- -- 10 13,51 
P 1 §.00 1 3.70 «=< 1 16,67 3 4.05 
P TP 1 5.00 1 3.70 1 9.09 110.00 1 16.67 5 6.76 
P P 210.00 311.11 -- -- -- 110,00 -- -- -- 6 8.10 
P 210.00 5 18,52 -- -- 110,00 <= -- 8 10.81 
F 420.00 311.11 3 27.27 2 33,33 12 16.22 
P F/G 25.00 2 7.41 3 27.27 220.00 233.33 1418.91 
P G -- § 18.52 2 20,00 -- 7 9.46 
P Gf 1 5.00 1 3.70 110.00 <= -- 3 4.05 
P ON -- -- 414.81 1 9.09 110,00 -- -- -- 6 8.10 
F 0 1 5.66 2 6.25 «= -- == 1 5.00 1 6.67 5 4,59 
F T 1 5.56 we we 67 2 1,83 
F PéF- 211.11 1 3.13 2 8.33 1 5.00 «= 6 5.50 
F F 1 5.56 412.50 312.50 1 5.00 213.33 11 10,09 
F FG 5 27.78 412.50 5 20.83 315.00 -- -- -- 17 15.60 
F G 211.11 7 21.88 5 20.83 § 25.00 5 33.33 24 22.02 
F Gf 1 5.56 -- -- -- 2 8.33 315.00 -- -- -- 6 5.50 
F N 4 22.22 13 40.63 6 25.00 6 30.00 6 40.00 35 32.11 
G T 1 2.44 «2 wn ce ce we 1 0.46 
G FG 3 7.32 1 3.33 510.42 ------ 1 2.13 10 4,61 
G G -- -- -- 516.67 4 833 3 5.88 510.64 17 7.83 
G G 921.95 413.33 714.58 5 9.80 510.64 30 13.82 
G N 28 68.29 20 66.67 30 62.50 42 82.35 34 72.34 154 70.97 
N G 1 1.35 2 3.45 1 1.47 oe 4 1.23 
N Gf 2 2.70 3 5.45 ------ 4 5.88 5 7.14 14 4,31 
N N 71 95.95 52 94.55 55 94.83 63 92.65 65 92.86 306 94.15 
Total 231 190 201 194 181 997 
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groups, the anterior tibials averaged lowest on 
the graphs by a half to a full grade of power. 
No anterior tibial testing base O rose above T 
when last seen and none testing T rose above P. 

According to a recent publication by Schar- 
rard, improvement rates would be shown to be 
much higher in this study if the 206 (20.64 per 
cent) muscles which never regained any power 
were eliminated from the study. We cannot 
justify such an omission, however, for we are 
concerned with the ultimate outcome of all 
muscles. 

The recovery course of base P and F muscles 
appears unpredictable. Seventy-four muscles fell 
into the base P group and 109 into the base F. 
Of the former, 10 (13.51 per cent) tested O on 
the final test and 6 (8.10 per cent) tested N. Of 
those testing base F, 5 (4.49 per cent) tested 
O and 35 (32.11 per cent) N when last seen. It 
is apparent that base P muscles present a less 
favorable outlook than those of base F. In both 
of these groups there was distribution of muscle 
grades between the extremes. The group testing 
base G and N undoubtedly includes some muscles 
whose nerve supply was not affected by polic- 
myelitis. However, in several cases muscles which 
had been rated normal from the onset of the 
illness dropped as much as one grade of recorded 
muscle power. 

In general, base G to N muscles do well. Of 
the 217 base G muscles analyzed, 201 tested G 
or better when last seen and 154 of them tested 
N. These figures represent 92.62 per cent and 
70.97 per cent respectively of ali base G muscles 
analyzed. There were 325 base N muscles 
analyzed. Of these, 324 (99.64 per cent) were 
G or better when last seen and 306 (94.15 per 
cent) tested \. No muscles in these two groups 
fell to O at final testing and only three fell 
below F. 

TABLE I 
Musc.es 


POWER OF 


Muscle power at 
6 to 10 weeks (hase) 


Mus« le power 
when last seen 


Oo 196 — 19.60°% O — 206 — 20.66% 
%— 7505 T 55— 5.52% 
P— 74 7.42% P 0 4.01° 

F — 109 — 10.93% F 74 7.42% 
G — 217 — 21.777 G — 120 — 12.04% 
N — 325 — 32.60% N — 502 — 50.35% 


Comparison of the graphs of these “top” 
grades indicates that anterior tibial muscles so 
affected tend to improve more rapidly than other 
muscles with the same base. Also they have one 
of the highest percentages of muscles testing N 
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when last seen. Thus, in this study, the anterior 
tibial presents a paradox. When found in the 
lower base group it offers the poorest prognosis 
of the muscles analyzed; when found in the 
higher group it offers one of the best. The poor 
recovery may well be on the basis of alienation. 
In several cases of equinus the anterior tibial 
gained power only to lose ground as the triceps 
surae became stronger. even a muscle 
testing O at one month may gain some power, 
it seems advisable to prevent the formation of 
an equinus deformity by every possible means. 


Since 


One limitation of this study was apparent to us. 
Frequently muscle analyses on the more seriously 
ill patients were deferred beyond the one month 
period. We were faced, therefore, with reduced 
data for this period. Trends, however, may be 
noted which indicate that the rapid recovery in 
the early stages may be real as well as apparent 
on our graphs. 

By analysis of the graphs, it appears that the 
average muscle improves rapidly during the first 
year after the onset of illness and improves little 
after that time. Muscles rated base G improve 
more rapidly and complete most of their recovery 
by nine or ten months. Some functional improve- 
ment occurs in many muscles beyond this time 
as the patient develops skill and endurance, or 
as contractures are stretched. 


Results of surgery 


Muscle transfers were made for two purposes: 
(1) to lend power to muscles weakened by polio 
and, (2) to remove a deforming force. Twenty- 
eight muscle transfers were performed on the 
Table Il}. These 
are often placed at a mechanical disadvantage by 
being rerouted and in such procedures a dorsi- 
flexor may become a plantar flexor or may be- 
come a medial force rather than a lateral one. 
\ muscle which by its composition is suited for 
quick action may be expected to replace one of 
predominately slow but sustained action. Often 
a relatively weak muscle. i.e., anterior tibial is 
substituted for a strong one such as the gastroc- 
nemius. It was found that transferred muscles 
lost power following such procedures. The aver- 
age power loss for all muscles transferred was 
1.85 grades. Thus, a muscle testing G before 
its insertion is changed may become nonfunc- 
tional following the operation. There were differ- 
ences of power loss in the various procedures 
hut the number of cases studied was too small 
to provide statistical validity for individual pro- 
cedures. Only by considering all of the transfers 


cases studied. muscles 


(see 
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as a group can any significance be attached to this 
portion of the work. This study does indicate 
the likelihood that muscle power will suffer in 
the transfer and that this possibility should be 
considered before such an operation is under- 
taken. 


TABLE II 
Muscies WuHose INSERTION Was 


SURGICALLY TRANSFERRED 


Av. Power Loss 
time (grades) 
Transfer mo. No. Min. Max. Av. 
Peabody * 37 7 18 38 260 


Peroneals to heel cord 29 4 1.0 2.0 1.25 
Peroneals to dorsum 


of foot ae 9 18 25 Zis 
Peroneals to Anterior 
tibialis 6 3 20 2.0 2.00 
Average 34 


Muscle testing 


One of the purposes of our study was to deter- 
mine the prognostic value of the muscle examina- 
tion as it is now done. As a part of the work, 
physical therapists performed numerous muscle 
tests under our observation, but methods appeared 
somewhat subjective and “human” factors were 
difficult to overcome. The moods of the physical 
therapist and patient on a given day were rarely 
duplicated exactly on another day. Distractions 
were unavoidable especially when working with 
children, and a physical therapist may identify 
with the patient after working with him over a 
period of time. Added to these factors is one 
which is inherent in the manner of testing itself. 
Is a muscle rated normal to the best ability of 
the tester really normal? Frequently muscles 
which are normally less strong, i.e.. abductors 
of the fingers, are compared with normally 
stronger muscles such as the opponens. This is 
realized and the less strong muscles are graded 
accordingly. This ability to judge the difference 
comes to the examiner with experience. However, 
when normally strong muscles, such as those 
of locomotion, are compared with the relatively 
less strong muscles of the arm and hand, can 


* The Peabody operation referred to here is a transfer of 
the anterior tibial muscle through the interosseus mem- 
brane into the tendo achillis insertion for the purpose 
of improving plantar flexion 
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any amount of experience detect minimal weak- 
ness if the tester is required to utilize his maxi- 
mum power without being able to overcome the 
resistance offered by the muscle being tested? 
The power of the triceps surae as opposed to the 
extensor of the elbow joint may easily be com- 
pared by performing toe stands to the point 
of fatigue and then, after a suitable rest period, 
executing prone push-ups to the point of fatigue. 
It will be quickly discovered that the gastroc- 
nemius and soleus are much more capable of 
lifting the body weight than are the triceps 
brachii. May this not also be true of other 
muscles of locomotion? This may be demon- 
strated by the one to two grade difference in the 
gastrocnemius or soleus which tests normal on 
the table but is barely able to lift the body weight 
from the floor when standing. Considering 
further the cases of deformities developing in 
joints completely surrounded by muscles rated 
as normal, it is difficult to see just how these 
come into being if there is really norma! muscle 
balance around the joint. While our purpose 
was to evaluate the results of muscle tests, it 
became apparent that the methods themselves 
were occasionally productive of error. 

A further problem might be presented here 
concerning the testing of the gastrocnemius and 
soleus muscles. These are the only muscles in 
our data that were tested on the double standard 
of both weight bearing and nonweight bearing. 
In analysis of the graphs it was found that those 
muscles tested by the weight-bearing standard 
were a half-grade to a grade lower than those 
tested by the manual standard. One is led to the 
conclusion that the muscles rated on the weight- 
bearing scale are those which would have raised 
the curve of the graphs still more had they been 
recorded on the basis of their nonweight-bearing 
ability. In light of this it would seem desirable 
to record both findings on the muscle analysis 
sheet at each examination where the condition 
of the patient permits the use of both methods. 

How may we correct the shortcomings of these 
tests? The moods of the participants and identi- 
fication with the patient appear to be inherent in 
the system. Scharrard suggests that the physical 
therapist who treats the child not be responsible 
for the evaluation of progress. In many instances 
this is unsatisfactory in working with children 
for the cooperation of such patients requires the 
establishment of rapport. We concur with the 
suggestion that the previous record be consulted 
only after the examination is completed. Dis- 
tractions may be minimized by performing analy- 
ses in individual rooms apart from the treatment 
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area and fatigue can be effectively eliminated by 
the method of accumulative testing. 

Several types of tests have been devised to 
obtain purely objective ratings of muscle power. 
These include balanced weights, spring balances 
(Lovett and Martin), electromyographs and di- 
rect nerve stimulation with electric current (Er- 
lacher). All have been highly praised by their 
proponents and hopefully received by workers in 
the field. Yet none have become widely accepted. 
Perhaps the answer lies in the refinement of one 
of these methods. Work in progress using one 
muscle and one skin electrode for electromyo- 
graphic studies may hold promise (Bonsett). 
One wonders if additional functional tests now 
in use might be of benefit. Time. further study, 
and the demands of the practicing physician will 
produce the answer. We feel that at present the 
manual testing method is the best available and 
that additions and refinements of it are the most 
likely direction of progress. 


Records 


Record forms for muscle analyses are in a 
state of revision and vary widely from place to 
place, but two major types are in common use. 
One records primarily the function of groups of 
muscles; we feel that this allows emphasis 
to shift away from the recovery of each unit 
of a functioning whole and may allow substitu- 
tion to occur, where a little more detailed effort 
might help to achieve more physiologic func- 
tion. We favor the second type which tests 
individual muscles. It is realized that certain 
muscles cannot be tested individually and others 
only with questionable accuracy, but if normal 
function is to be achieved and abnormal wear 
and tear on the joints are to be avoided, we 
must follow as many muscles as possible and 
brace and train accordingly. Furthermore. if 
surgeons are to base the probable result of a 
transfer on these analyses they must have specific 
data readily available. It would also seem desir- 
able to attempt a standardization of the record 
forms, perhaps by a “meeting of the minds” from 
various parts of the country. 

Physicians’ records as to the patient’s recovery 
from polio are frequently found to be inadequate 
and often illegible. We feel that typewritten 
notes are best. This may require a few more 
moments spent in dictation but the time saved 
in reviewing the case at the next visit is great. 
Pertinent observations should be made a matter 
of record at each visit and when appliances are 
prescribed, complete descriptions should be given 
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in order to insure their proper construction and 
fitting. Notes should be made of their effective- 
ness and needs for repair or revision. Observa- 
tions on gait have proven to be valuable measures 
of the patient’s recovery when accurately re- 
corded. The recording of weight and measure- 
ments often predicts the development of some 
deformity, especially of the lower extremity. 
While all children grow, those on forced inactivity 
frequently become obese, thus giving more work 
to a muscle whose reserve strength has been lost 
through poliomyelitis. 

X-rays, photographs, and movies are of great 
value. Plaster molds of deformed feet have been 
extremely helpful in preoperative and postoper- 
ative studies. 


Probably one of the most confusing things 
about reviewing old charts is the startling array 
of terms coined to describe the same phenomenon. 
We feel that there is need of a glossary to assist 
physicians in more accurate and commonly 
understood descriptions. 


SUMMARY 


1. Review of 130 cases of poliomyelitis involv- 
ing 997 muscles below the knee indicates that 
examination of such muscles done six to ten 
weeks after the onset of the illness has definite 
prognostic value if they fall into the base O and 
T or base G and N groups. They are of less 
reliable prognostic value if they fall into the 
base P and F group. It is to the latter group 
that we owe the most intensive efforts of the 
physician and physical and occupational thera- 
pists. 

2. Little power is gained by base O, T, P 
and F muscles after one year from the onset of 
polio. Base G and N muscles complete the major 
portion of their recovery by the end of nine 
months. Thus, if corrective surgery to the leg 
and foot is contemplated, 12 months after the 
onset would appear to allow sufficient margin 
of safety to exclude the possibility of late 
recovery. 

3. After having its insertion transferred, a 
muscle will probably lose from one to two grades 
of power. This should be taken into account 
when a surgical procedure to correct weakness 
or imbalance is contemplated. 


1. The muscle testing procedure studied can- 
not be considered entirely adequate for all musc- 
les. This is due to its subjective nature and the 
inaccuracy of testing normally strong muscles 
with less strong ones. This is particularly true 
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of G to N muscles of locomotion and weight 
bearing. However, it appears to be the best 
method available and our best hope of progress 
lies in its refinement and amplification. 

5. More complete records are needed for both 
muscle examinations and progress notes. The 
lack of universal terminology imposes a burden 
upon others reading such records. 
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Physical Therapy in Ancient China 


Joan C. Koster, B.S. 


At first glance, the diverse fields of Chinese his- 
tory and physical therapy seem to have little in 
common. Upon investigation, appearances prove 
deceiving. and an interesting story emerges about 
the use of water, exercise (including emphasis on 
breathing), and massage by the Chinese. 

When one considers that the Chinese have been 
credited with the first knowledge of the circula- 
tion of blood, the early use of anesthetics, and a 
form of smallpox innoculation as early as the 
twelfth century, it does not seem surprising that 
they would be aware of the therapeutic use of 
physical agents. Although the methods then em- 
ployed were scarcely those of the physical thera- 
pist of today, in many cases there seemed to be 
good reasons for their prescription, and under- 
standing of the effects produced. 

A brief consideration of a few basic premises of 
Chinese medicine will serve to partially explain 
why the use of physical agents was a natural de- 
velopment. Early medicine was closely related to 
the religious belief in the Yin and Yang and the 
Five Elements. The Yin and Yang are two basic 
interacting elements from which the universe 
evolved. They are endowed with innumerable 
qualities of an opposite nature, and all happen- 
ings in nature and human life are supposedly 
conditioned by their constantly changing rela- 
tionship. They are in perpetual flux, but rather 
than opposing each other, each one is equally 
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necessary to maintain balance and harmony. It 
is also believed that all things are made up of 
five elements and combinations of these elements, 
which are active principles successively over- 
coming each other. 

These ideas form an integral part of medical 
theory. Perfect health, it is believed, can exist 
only when the two principles of Yin and Yang 
remain in perfect equilibrium. Disease is attrib- 
uted to a lack of balance between Yin and Yang, 
and imbalance brought about by rebellion to 
the laws of nature. It is only when these vital 
forces of the body are in mutual agreement that 
a cure can be effected. The Yin and the Yang 
represent interacting principles of nature, such as 
heat and coldness, dryness and moisture, light 
and darkness, action and inaction. Thus, if a 
Yin principle, such as coldness, appears to be 
overbalancing the Yang, therapeutic measures 
would be aimed at restoring harmony of equili- 
brium between them and, in this case, heat might 
be employed. 

A concordance is also established between 
each of the elements and the tissues. For instance, 
the skin and bones are identified with Yin and 
the ligaments and the arteries with the Yang. 
There are also fixed relationships in categories 
of five. Thus, heat injures the heart, and cold 
injures the lungs; an excess of pungent flavor 
knots the muscles, and an excess of sour flavor 
toughens the flesh. One discovers that wind is 
injurious to the muscles, but heat and drought 
counteract the wind, while the sour flavor is 
injurious to the muscles, and the pungent flavor 
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counteracts the sour flavor. An intricate method 
of diagnosis and treatment based on these con- 
cordances and their interactions has evolved. 
Even today, some physicians determine what the 
cause of the imbalance leading to disease is, 
and then treat it according to the elemental 
principles. 

In the light of these concepts, it seems reason- 
able to surmise that the physical agents of heat, 
light, cold, and moisture would be used in bring- 
ing about a balance in Yin and Yang. For a 
people living in close harmony with nature, the 
therapeutic use of instinctive reactions in treat- 
ing disease and pain would seem logical. In 
fact Hume believes that China’s unique contri- 
bution to medicine is the fact that it has brought 
to the attention of the world procedures of prac- 
tical value, making much of physical therapy. 

The physical means by which the early Chinese 
treated disease were varied. Before dealing with 
those methods clearly recognized as physical 
therapy, mention should be made of two other 
widely used physical methods: moxa and acu- 
puncture. 

Moxa, or moxibustion, is an ancient method 
still in use today. A soft mass of Chinese worm- 
wood or a similar substance is used as a cautery 
by burning the substance on the skin. Moxa 
is based on heat, the nature of Yang, and is 
recommended in all diseases which are caused 
by excesses of Yin. It is curious to note that 
moxa relieved some victims of the atom bomb 
blast in Hiroshima when Western methods failed. 
Clinical research has shown that moxa has an 
influence on the blood chemistry. 

Acupuncture, or “needling,” was a highly de- 
veloped skill involving the puncture of body tissue 
in specific areas with varying sizes and kinds of 
needles. Then used to restore equilibrium be- 
tween the Yin and Yang, it is now considered in 
some quarters to be of clinical value in the relief 
of pain of the arthridities. 

Massage is the third of the three typical ancient 
Chinese methods of treatment, along with that 
of moxa and acupuncture. The Chinese early 
utilized this instinctive reaction for the relief of 
pain and for sedation by evolving the curative 
system of massage, and they developed it to a 
high degree of excellence. 

In early texts are found descriptions and sug- 
gestions for treatment by massage, such as these: 


“The people of the regions of the center .. . 
their diseases are many; they suffer from com- 
plete paralysis and chills and fever. These 
diseases are most fittingly treated with breath- 
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ing exercises, massage of skin and flesh, and 
exercises of hands and feet.” 

“When the body is frequently startled and 
frightened, the circulation in the arteries and 
veins ceases, and disease arises from numb- 
ness and the lack of sensation. In order to cure 
this, one uses massage and medicine .. .” 


(Veith translation) 


It is also said that in the time of the legendary 
Emperor Huang Ti, who supposedly lived more 
than two thousand years before Christ, Wu Fu 
employed manipulation, baking and radical ex- 
cision in the treatment of disease. The History 
of Pien Chiao states that “Wu Fu healed diseases 
not by making decoctions of medicine but by 
scattering or sprinkling alcohol on the body, by 
pressing of parts (massage) ...” (Morse) Pien 
Ch’iao recommended massage for fatigue, lum- 
bago, rheumatism, nervous diseases, insomnia, 
headaches, and certain forms of paralysis. Men- 
cius, the famous philosopher who died in the 
third century before Christ, alludes to massage, 
and in the Annals of Art, a treatise of ten volumes, 
massage is mentioned. 


The value of massage was fully recognized in 
the T’ang dynasty, from the year 618 to 906 A.D., 
when it was elevated to a science, forming one 
of the seven departments of medicine. Masseurs 
were considered as doctors along with physicians, 
acupuncturists, and exorcists. A special chair 
was established, with a “po shih,” or learned 
one, in charge of the department of massage. 
According to the Official Repertory of the New 
T’ang Annals, the Imperial Medicine Bureau 
was so arranged that the Department of Massage 
had one Professor of Massage with three mas- 
seurs, who gave lessons in physical exercise, 
and treated cases of fractures, other injuries and 
wounds, 

In addition to massage, hydrotherapy was 
also known early in China, and some attribute its 
origin to the Chinese. That there was knowledge 
of the beneficial effects of water is indicated in 
the following exerpts from early works translated 
by Ilza Veith: 

“In order to cure every heat disease, one should 
first prescribe potions of cold water and then 
acupuncture.” 

“One can repress the evil influences of the 
spleen causing hunger, weakness, burning sen- 
sation in the stomach and yellow complexion 


by administering drugs and one can apply 
baths.” 


“For numbness with swellings and pain brought 
about by the evil winds, one must apply hot 
liquids and hot irons and finally resort to fire, 
which is used in burning moxa for cauteriza- 
tion.” 
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According to Dr. Wong, a historian of Chinese 
medicine, the earliest record of the use of water 
was in 178 B.C., when King Chuan suffered from 
fever, headaches and oppression of the chest. 
Tsang Kung applied cold water to the head, 

made three punctures on each foot and the 
symptoms disappeared. In the later Han dynasty, 
which ended in 220 A.D., Dr. Wong notes that 
Chang Chung-ching, the Hippocrates of China, 
also employed cold baths to reduce fever. This 
antipyretic treatment of fever by cold baths 
antedates James Currie’s methods by almost 1,700 
years. 

Hua T’o, a contemporary of Chang Chung- 
ching and Ts’ang Kung, is considered as the 
pioneer in the field of hydrotherapy, although he 
is also famous for his discovery of anesthetics and 
for his surgical skill. An instance in which he 
applied it with marked success in a case of long 
continued fever is recorded for us in A History 
of Chinese Medicine. 

“In spite of the cold weather, he caused the 

patient, a woman, to sit inside a stone trough 

and ordered his assistants to pour one hundred 

bucketfuls of cold water over her. When only 

seven or eight buckets had been emptied, the 

patient shivered so violently that his assistants 
stop. Hua T’o, however, insisted 
on giving the full number. After about eight 
buecketfuls, vapour began to appear which grad- 
ually three feet around the 
patient's body. The hundredth bucketful poured, 
Hua T’o then lighted a fire to warm the bed 
for the patient who was heavily covered with 
quilts until a thorough sweating ensued.” 


wanted to 
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Dr. Wong dryly observes that the patient 
recovered under this heroic treatment. Hua T’o 
also employed continuous hot fomentation for 
the bite of a poisonous insect. 

\ similar treatment is recorded in a much later 
dynasty, the Chin, when Ke Chien-sun employed 
the then rare method of hydrotherapy on a stu- 
dent suffering from typhoid and who did not pers- 
pire. The patient had become delirious and ran 
along the bank of a stream. Ke Chien-sun im- 
mersed him in the cold water for a long time, 
then wrapped him in cotton quilts. After this, 
the patient perspired and recovered. 

Another important method of treatment was 
that of exercise. An early proverb of Wu Lin- 
yeh’s “Prolonged inactiveness causes flabbiness of 
the muscles as well as weakness of the heart,” re- 
veals that the Chinese understood the benefits of 
physical exercise. In the Spring and Autumn 


Annals, of a few centuries before Christ, the ob- 
servation is found: “Running water will not 
become stagnant; the used doorstep will not rot; 
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the human body, if exercised, remains healthy.” 
(Morse) 

According to Hume, the symbol of the develop- 
ment of physical therapy in China is the legendary 
Huang Ti, who used massage, moxa and graded 
exercise, as well as visits to hot springs and 
mountain sanatoria for treatment by rest and 
sunlight. However, the first concrete mention 
of the actual use of physical exercise by a physi- 
cian is in connection with Hua T’o. 

Hua T’o, an exponent of systematic exercise 
and the inventor of a system called the “frolics 
of the five animals,” shows a basic understanding 
of the role of exercise in human health. In a 
lecture to one of his disciples, he fully explained 
his belief in its values. 

“The body needs to work; when it is in motion, 
the bad air is expelled from the system, the 
food is digested, and the blood circulates in 
the arteries in all directions, so that no disease 
can appear. The used doorstep never rots, 
so it is with the human body. Hence it is that 
the immortals of ancient days, performing the 
inhalation system, and passing the time as 
dormant bears, looking around as owls, twitch- 
ing and stretching their limbs and moving the 
navel gates and their joints, hindered the ad- 
vance of old age. I have a system of exercises 
called the frolics of the five animals, which are, 
a tiger, a stag, a bear, 2 monkey and a bird, 
by which illnesses can be cured and which is 
good for the movement of the feet, when they 
accompany the inhaling process. Whenever you 
feel unwell, stand up and perform the movement 
of one of these five animals; when you feel 
more comfortable and in a perspiration, put 
rice powder on your body, and you will presently 
feel quite nimble and well and you will have a 
good appetite.” (Morse) 


The art of physical exercise was further 
specialized in the religions of Taoism and 
Buddhaism. In an effort to obtain immortality, 
a comprehensive regime of mental and _physi- 
cal discipline, with the development of an 
elaborate system of proper breathing, diet, 
physical exercise and mental training, was under- 
taken. Those imbued with the religious spirit 
of Taoism believed that in this manner the grosser 
elements of man’s nature might be refined and 
immortality obtained. One Taoist invented a 
series of physical exercises, consisting mostly of 
positions or postures in which it was necessary 
to sit or stand, sometimes for an hour or so at 
a time, in the hope of prolonging life. That the 
Buddhist also advocated exercise can be seen 
in their concept of a “sound mind in a sound 
body.” The Bodhidharma says: “Without health 
one cannot have good circulation and breathing. 
Hence the body should be properly exercised 
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so that the muscles and tendons may be supple 
and the spirit will not then suffer from the misery 
of weakness.” (Wong) Out of the Buddhist 
psychotherapeutic methods, there also arose the 
art of meditation, a system of graded mental 
exercises which aimed at developing the mind into 
a state of mental repose or relaxation. 

Proper breathing was emphasized, and it was 
developed into a highly cultivated and intricate 
practice by the Chinese. An early advocate notes 
that “When the body is in distress but the will 
and ambition are gratified and happy, disease 
arises from the muscles: and in order to cure 
it one uses moxa and breathing exercises.” 
(Vieth) Huai Nan Tzu, who lived more than 
a century before Christ, observed that deep 
breathing cleared the intellect and prolonged 
life, and he believed that consuming the atmos- 
phere enabled man to become more spiritual and 
to attain extreme old age. 

The detailed development of breathing during 
the Han and later dynasties came largely as a 
result of the influence of a popular, magical 
off-shoot of philosophical Taoism, which con- 
cerned itself with self nurture, and centered 
around efforts to gain immortality. These Taoists 
believed in the intimate rapport of the soul and 
the breath. Proper breathing, or “lien ch’i,” 
means transmuting the breath into soul substance 
or vital essence from the air. The art of deep 
breathing is one solution to the problem of 
attaining Tao, or the way of man, the principle of 
the universe. 

One of the philosophers of Taoism, Chuang 
Tzu, stated the “blowing and gasping, sighing and 
breathing, expelling the old breath and taking 
in the new: Passing time like the dormant bear. 
and stretching and twisting the neck like a bird 
—all this merely shows the desire for longevity.” 
(Wong) Rather detailed instruction in this art 
is given by Pao Po-tzu: 

“In the beginning to learn the proper use of 
the breath, one should inhale a breath through 
the nose, stop up the nose, and mentally count 
one’s heart beats. When one has counted to 
one hundred and twenty beats, the breath 
should be exhaled through the mouth. In this 
method of breathing, everyone should make it 
his aim that his own ears might not hear the 
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sound of either exhalation or inhalation. The 
rule is to inhale generously and exhale sparingly. 
One should suspend the feather of a wild goose 
in front of the nose and mouth. That the feather 
might not stir while the breath is being ex- 
pelled, should be one’s aim. With gradual prac- 
tice, one should increase correspondingly the 
count of heart beats during which the breath is 


held. After a very long period of time, one 
should be able to count one thousand heart 
beats. When an old man has arrived at that 


stage, then he will be transformed into a young 
man—each day adding to the transformation.” 


(Wong) 


In the effort to obtain eternal youth and to 
find the formula for immortal life, Taoism be- 
came more corrupt and evolved even more de- 
tailed instructions. For instance, to be done 
correctly, breathing in the spring was to be done 
facing east, in the fall, facing west, in the 
winter, north, and the summer, south. However, 
as Giles pointed out, there is perhaps more to be 
said for this system of deep breathing than there 
is of another Taoist practice of swallowing the 
saliva three times in every two hours, to attain 
immortality. 

Although many of the methods employed by 
the early Chinese seem strange and far-fetched 
to us now, it is possible to see some continuity 
between some of their practices and ours of 
today. As in other fields in which the West has 
gained technical supremacy, the Chinese did 
have the earlier knowledge, but they failed to 
develop it to the fullest extent. It is interesting 
to discover that some of the roots of the means 
we utilize today for the treatment of physical 
disabilities are to be found in the practices of 
the Chinese centuries before the era of Christ. 
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Vertebrate Nerve. J. T. F. Boeles, Acta Physiol. 


pharmacol. Neerl., 4: 407-418, November 1955 
(continued on page 500) 
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Suggestions from the Field 


A Wheel Chair 
Specification Form 
Erbert F. Cicenia, Ed.D. 


The wheel chair specification form presented 
here was developed after five years of temporary 
trial-and-error use in mimeographed form by the 
staff of the Physical Rehabilitation Section of 
the New York State Rehabilitation Hospital. 
Many revisions of the original format were made 
resulting in the present, acceptable form. 

The basic purpose of the wheel chair specifi- 
cation form is threefold: 

1.) To provide a concise, simple work sheet 
for evaluating a patient for a proper wheel chair. 
An attempt has been made to include the types 
of wheel chairs, convenient aids, and accessories 
most commonly used in the treatment and 
functional training of the various disabilities 
of the locomotor system. 

2.) To provide a concise, accurate, written 
prescription for a wheel chair, so that there can 
be no possibility of misunderstanding or con- 
fusion on the supplier’s part as to the exact type 
of wheel chair or accessories desired. 

3.) To provide for the patient’s hospital chart 


Director of Physical Rehabilitation, 
Rehabilitation Hospital, West 


New York State 
Haverstraw, New York 
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a record of the physician’s prescription including 
the type of wheel chair or accessories recom- 
mended and received, and the name of the sup- 
plier. In addition, the wheel chair specification 
form affixes responsibility for alterations, addi- 
tions or inadequacies which may lead to later 
dissatisfaction. 

In using the form, it should be noted that all 
items recommended are ordered by placing a 
check mark or “X” in the appropriate space. 
Ample space is provided for items not included 
on the form. When a measurement is involved, 
it should be further noted that instructions have 
been included for properly fitting the items to 
the specific body measurements of the patient. 
In such instances instead of a check or an “X”, 
the measurement in inches should be entered 
in the space provided. 

It goes without saying that the wheel chair 
specification form is only offered as a suggestion. 
The form is useful for one particular institution 
and can be easily modified to meet the specific 
needs of other institutions, or other functional 
training programs. Such items as hospital or 
clinic number or diagnosis, can be added, substi- 
tuted, or interchanged with other variable items. 
In a similar manner, such items as chain drive, 
lever drive, glideabout, or commode chair, can be 
added or changed, if a particular institution 
finds it has a need for this type of information 
instead of some of the special items included on 
the form. 


SPECIFICATION FORM ON OPPOSITE PAGE tad 


New Publication on the Career of 
a Rehabilitation Counselor 


The National Rehabilitation Association and 
the National Vocational Guidance Association 
announce publication of a new informative guide 
entitled “Rehabilitation Counselor Preparation.” 
It has been designed to meet the needs of ex- 
panded counseling services. Those sponsoring 
training programs for vocational rehabilitation 
counselors have raised many timely questions 
which were discussed in a series of workshops 
supported by the above organizations and the 
Office of Vocational Rehabilitation. Their find- 
ings are reported in this publication. 

Such queries as the following are answered: 
What is the job of the rehabilitation counselor? 
What is the scope and what are the limitations 
of his responsibilities? Under whose auspices 


should his training be planned and how long 
should it take? In what areas of preparation 
should he be competent? Does he need super- 
visory experience and in what institutional setting 
should he work? 

This 78 page paper-bound book will be of 
interest to counselor trainers, prospective stu- 
dents, trainees and general guidance counselors. 
Purchase price is $1.00 per single copy, slightly 
less for larger orders. Correspondence should be 
directed to: 


National Rehabilitation Association 
1025 Vermont Ave. N.W. 
Washington 5, D.C. 


or 


National Vocational Guidance Association 
1534 O Street N.W. 
Washington 5, D.C. 
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NEW YORK STATES REHABILITATION HOSPITAL, WEST HAVERSTRAW, NEW YORK 
Department of Physical Medicine - Physical Rehabilitation Section 


WHEEL CHAIR SPECIFICATIONS 


OUTDOOR: Special ( ) ) ) Adult( ) Tiny Tot:Hi( ) Lo( ) 
: oOtandar pecia unior ( ny Tot:Hi({ ) Lo! ) 


nv u a’ 
ONE ARM URIVE: Right’ ) Left( )  AMPUTEE:No.l( ) No.2) ) 


Wooden Arma:( ) Upholstered Arms:( ) eguiar( 
ACCESSORIES: Utility Tray:¢ padded Armrests( ) 


Fixed Offset Arms( ) Detachable Arms’ ) With locks:Pin{ ) Snap{ ) Flared Arms( ) 
Desk Arms:Fixed( ) Detachable( ) “ith locks:Pin( ) Snap( ) 


DI FICA cA 
MODIFICATIONS: arm Height: Distance From Seat Rail To Top ) 


eacx Zipper Back:Center( )Rt( )Lt( ) Crutch Holder( ) Posture Panel( ) Slack Back( ) 


Dot-f Hook 
ACCESSORIES: Detachable Back: )Lt( ) Headrest Extension: ) 


pack eight: Distance From Top To Seat alll 
BACK eclining raised 


Regular Push Handles( ) 
MODIFICATIONS: Hinged Back( ) Continuous Push Handles( ) 
Reinforced Back( ) 


Regular:Bilateral( )Rt( )Lt( ) Chain Locks:Bilateral( )Rt( JLt( ) 
BRAKES: Solid:Bilateral( )Rt( )Lt( ) 
)Lt( ) 


CASTERS: 5"( ) 8"( ) 8" Caster Pin Locks:( ) Tires:Regular( )Pneumatic:Full( ) Semi( ) 


_ Seat Cushion: Fabric Cover( ) Leatherette( ) 
CUSHIONS: Back Cushions Fabric Cover( ) Leatherette( ) Ring Cushion( ) 
FOoTREST 


MODIFICATIONS: No.2 Footrests( ) Nos} Footrests( ) Parallel Footrests( ) Plantar Flexion( ) 


HANDRIMS:; Reguler( ) Without Handrims( ) Special:Kubber Covered( ) Extended{ 
Lugs:Horizontal( ) Vertical:Above( ) Below( ) 


Hook-on type’ 
HEELSTRAPS: )3"( Fabric Legrest Panel( ) 
Toe Loops( ) 
LEGREST Elevating( ) Bolt-on Elevating( ) Upholstered Panel Pads( ) 
MODIFICATIONS: Swinging Detachable Footboards( ) Swinging Detachable Elevating Legrests( ) 
Wheels: 20"( joo", ) Extra Axle Sockets:20"| ) 
WHEEL Tires: Regular( ) Pneumatic( ) Black( ) Gray( ) 
MODIFICATIONS: Special Axles ani Wheels( ) 


= Solid Seat Insert( ) Commode Seat( ) Width Control{ ) 


Lowered Seat( ) Special Depth:Seat Uphol( ) 
Raised Seat ( yf Hesent of Seat Rail From Flcor( ) Reinforced Seat( ) 
Special Width: Distance Between Arms( ) Chair Widened & Lowered By Uphol( ) 


SLINGS: Bilateral’ ) ) Left( ) ) Right’ ) Left( ) 
OTHER RECOMMENDATIONS 


SEAT 
MODIFICATIONS: 


NAME: DATE PRESCRIBED BY: 
ADDRESS: COUNTY: 
SUPPLIER: MEASURED BY: 

DATE RECEIVED: BXAMINED BY: ACCEPTABLE( ) REJECTED( ) 
MODEL # SERIAL 


REASONS FOR REJECTION: 
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The May issue of the Review contained a most provocative article 
describing physical therapy in Austria. This should be required 
reading for every member of our Association and particularly brought 
to the attention of anyone who is uncertain of the benefits derived 
from a strong professional organization. It is true that the things we 
possess are too often taken for granted and never fully appreciated 
until they are lost, but perhaps the worth of our position can be 
emphasized if we compare it to the decription of “professional life” 
found in this article. 

Reviewing the status of American physical therapists and that 
of our Austrian colleagues reminds us vividly of the advantages which 
have resulted from the steady development of our professional abili- 
ties coupled with organized advancement of che field in such areas as 
service to patients, education, interprofessional relations, and ethical 
standards. All of these, please note, have been declared objectives and 
active programs of the APTA for the past thirty years. No one doubts 
the worth of the results, although we may fail to realize that each 
step required diligent work and unfailing devotion to duty, and did 
not “just happen.” 

It is interesting to reflect on what our profession might have 
been without the intelligent guidance and foresighted planning that 
organized effort has obtained. It is often stated that one of the most 
significant stages of our growth occurred during World War II. Mem- 
bership figures, numbers of approved schools, and increases in 
student enrollment all testify to this. But a fact that is often over- 
looked is that this growth was possible because there was a sound 
foundation on which it could be based, and because, despite a 
national emergency, this well-rounded professional organization 
could control and direct expansion to insure attainment of its ob- 
jectives, 

Recently there has been a tremendous increase in the demand 
that our profession play a prominent part in the total rehabilitation 
of the handicapped. No one can doubt the present importance and 
the future scope of this area of medical care, nor its importance to 
our own development. Physical therapy has been challanged to accept 


responsibilities in this area and, because the profession was well or- 
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ganized, has been able to meet these 
demands. How different the picture 
might have been without those many 
years of Association activity. 

The important part played by phy- 
sical therapists in the total program 
leading to the use of the Salk vaccine 
for poliomyelitis is well known. What 
is perhaps overlooked is the intricate 
mechanics of organization which laid 
the groundwork for their contribu- 
tion. Such benefits and opportuni- 
ties, which directly and indirectly help 
every physical therapist, were possible 
only because of our firmly established 
professional association. 

It is clear, as we analyze our 
present status that there are many ad- 
achievements which 


vantages and 
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have occurred only because of con- 
certed a national basis. 


Human nature is such that we forget, 


effort on 


many times, to fully appreciate the 
achievements and impatiently con- 
centrate on criticisizing those prob- 
lems not yet solved. But more serious 
is the tendency to accept the present 
level of development as final and fail 
to appreciate our responsibilities to 
insure the future. What we enjoy 
today was secured only because of the 
efforts of those before us in establish- 
ing and maintaining a sound founda- 
tion. It came about only because of 
individual and group effort, planning, 
and active participation in Associa- 
tion activities. Our responsibility is 
the future and we must meet it today. 


National Society Annual Meeting To Be 
Held in Washington, D. C. 


For the first time in its 35-year history the 
National Society for Crippled Children and 
Adults will hold its annual convention at the 
nation’s capital in 1956, it was announced by 
Dean W. Roberts. M.D., executive director. 

The four-day meeting of the National Society, 
also known as the Easter Seal Society. which 
will be held Oct. 28-31 at Washington’s Hotel 
Statler, will highlight speeches by notable au- 
thorities in rehabilitation and feature displays 
of newest appliances for crippled children and 
adults. 

Among the tentative plans for the convention 
are a luncheon to bring together specialists from 
governmental and private agencies who work 
with the handicapped: a pageant on “Progress 
in Protheses and Appliances.” displaying wheel 
chairs, crutches, braces, artificial prothesis and 
other equipment from 1906 to 1956: a demon- 
stration by the District of Columbia Society for 
Crippled Children showing its clinical. therapy. 
and education program, special tours of the na- 
tion’s capital city, and a tea at one of the Wash- 
ington embassies. 


Walter Blount, M.D., immediate past-president 
of the American Academy of Orthopaedic Sur- 
geons, is among the principal speakers already 
scheduled for general sessions planned during 
the mornings of the convention. Afternoons will 
be devoted to workshops, seminars, and institutes 
covering many phases of rehabilitation. 

James B. Johnson, M.D., prominent physican 
and surgeon of Newark, Ohio, and member of 
the National Society’s executive committee, is 
chairman of the 1956 convention. 


New Student Members 


Albany Hospital 
Lenita McClaren 


Columbia University 
Natalie Seidner 


University of Connecticut 


Bradley L. Allen Mary Jack 
Nancy Andersen Mary Jane Laffan : 
Barbara Baier Margaret Ann Manion 


Maureen Dougherty Jean Van DeWater 
Margaret R. Young 


University of Minnesota 


Susan Johnson Clair LeCaptain 
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Association Activities 


Marriages 


Pauline Ase, of Chicago, IIL, Mrs. 
Takehara, Chicago. 

Anna L. Barnhart, of Baltimore, Md., to B. W. Dunning, 
Jr.. College Park, Md. 

Dorothy A. Bell, of Ann Arbor, Mich., to Mark Luedi, 
Dexter, Mich. 

Ruth E. Bell, of Grand Rapids, Mich., to Stuart Kutsche, 
Grand Rapids. 

Suzanne Bemis, of Seattle, Wash., to Philip C. 
Seattle. 

Rita Bridenhagen, of Chicago, IIL, 
Martel, Chicago. 

Barbara G. Brownell, of Fort Ord, Calif., to Osmund H. 
Webster, Pacific Grove, Calif. 

Diane FE. Bullivant, of Portland, Ore., to Richard W. 
Graham, New York, N. Y. 

Diane Charleson, of New York, N. Y., now Mrs. Diane 
C. Kelley, Waltham, Mass. 

Rosemary A. Cotton, of Syracuse, N. Y., now Mrs. Rose 
mary C. Moll, Syracuse. 


now Pauline A. 


Packard, 


Mrs. Rita B. 


now 


Margaret Dahm, of Los Angeles, 
Margaret D. Dane, Los Angeles. 


Carol Daly, of Corte Madera, Calif., now Mrs. Carol D. 
Crook, Corte Madera 


Arlene Faigenbaum, of Troy. N. Y.. now 
F. Schermerhorn, Albany, N. Y. 


of Mun ie, 


Calif., Mrs. 


now 


Mrs. Arlene 
Margaret J. Galbraith, 
Anthony, Muncie. 
Constance Gibbs, of Newton, Mass. 
G. Oliver, Boston, Mass. 

Beverly J. Graff, of Galveston, Tex.. to 
Daugherty, Jr., Austin, Tex. 

Helen R. Hazen, of Miami, Fla., now 
Russell, Selah, Wash. 

Jewell Heckrotte, of Chicago. IIL. 
Flecksig, Chicago. 
Elizabeth Hentschel, of Grand Rapids, Mich., 
Elizabeth H. Negrycz, Berkeley, Mich. 
Margaret Henze, of Melrose Highlands, 
Howard Adams Davis, Melrose Highlands. 
L. Aileen Hewstone, of Racine, Wisc., 
Racine. 

Lydia Jacob, of Long Beach, Calif., now Mrs. Lydia J. 
Bayne, Mystic. Conn. 

Eleanor Lamb, of Middletown, Conn., to John A. Bernier, 
Brookline, Mass. 

Martha E. Lamberson, of Indianapolis. Ind., to Marcene 
Pearcy, Presidio San Francisco, Calif. 

Gretchen Mars, of Charlotte, N. C., 
M. Howerton, Charlotte. 

Olga M. Mocher, of San Francisco, Calif., now 
Olga Rasmussen-Taxdal, San Francisco. 

Martha J. Osborn, of Denver, Colo., to Howard E. Netz, 
Denver. 

Sonia Parker, of Brookline, 
Brookline 

Thelma E. Peirce, of Kauai, Hawaii, to Carl W. John- 


son, Oahu, Hawaii. 


Ind., to W. Pete 
. now Mrs. Constance 
Ralph H. 
Mrs. Helen H. 
now Mrs. Jewell H. 
now Mrs. 


Mass., to 


to George Waltz. 


now Mrs. Gretchen 


Mrs. 
Mass., 


to Dean S. Davis, 
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Eunice Perry, of Buffalo, N. Y., to Ange S. 
Buffalo. 

Geraldine A. Psciuk, of Detroit, Mich., now Mrs. Geral- 
dine P. Faust, Detroit. 

Helen Regan, of New York, N. Y., to Reginald H. 
Brenner, Flushing, N. Y. 

Marilyn Ritz, of New Albany, Ind., to Ernest C. Meyer, 
New Albany. 

Norma E. Ripanti, of Hopedale, Mass, to Howard E. 
Thurston, Lynn, Mass. 

Jacquelyn Robbert, of New Orleans, La., 
Stich, Jr.. New Orleans. 

Dorothy Schmugge, of Chicago, Ill., now Mrs. Dorothy 
S. Durkin, Chicago. 

Mary Ann Schrader, of St. Louis. Mo., to Richard E. 
Welling, Berkeley, Mo. 

Jane Smith, of Boise, Idaho, to Richard J. Mason, Boise. 

Rita Talavera, of San P.R., Mrs. Rita T. 
faylor, San Juan. 

Nancy Lee Talley, of Dallas, Tex., 
T. Bailey, Dallas. 

Nancy White, of Billings, Mont., to Roger Tunnicliff, 
Forsyth, Mont. 


Jean M. Wilson, of Seattle, Wash., now Mrs. Jean W. 
Stone, Demarest, N. J 


Naples, 


to Frank J. 


Juan, now 


now Mrs. Nancy 


World Confederation for Physical 
Therapy 


New Contributions (as of June 11) 


Virginia Reichenbach 

Central New York District 

Eastern New York District 
Southern Tier New York District 
Virginia Chapter 

Nevada Chapter 

North Dakota Chapter 
Northeastern Ohio District 
Nebraska Chapter 

Southern California Chapter 
District of Columbia Chapter 
\laska Chapter 

Jetty Henthorn 

West Tennessee District 

Greater New York District 

The Burdick Corporation 

American Academy of Orthopaedics 
National Foundation for Infantile Paralysis 


Total to date: $14,886.91 


New Endorsing Organizations 


\merican Congress of Physical Medicine and 
Rehabilitation 
World Federation of Occupational Therapists 


— 
$ 1.00 
50.00 
50.00 
11.00 
: 7.00 
4.00 
14.00 
12.00 
25.00 
10.00 
13.37 
10.00 
2.00 
10.00 
600.00 
200.00 
100.00 
7,500.00 
| | 
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Letter from Korea 


The following is a letter received from Thelma 
Maw, Association member who is with the Meth- 
odist Mission, Seoul. Korea. 


Dear FRIENDS: 


It seems only yesterday that we were struggling 
to keep warm. We gave up trying to be beautiful 
when we started adding layer number 4. Now 
buds are bursting everywhere and the landscape 
is a blaze of color. Picnics and outdoor worship 
services are the new order of the day. We who 
are followers of Christ have a renewed awareness 
of the new life that is possible in Him. 

Because I want to share with you some of the 
joys of Christian Service in Korea, I'll let you in 
on the ground floor—that’s where I live. Gray 
House is a three story place with YWCA folks on 
the third, a Methodist couple on second and we 
WDCS’ers on the first floor with some bedrooms 
on second. 

My work as a physical therapist and my teach- 
ing take me from the depths of the basement to 
the heights of the fifth floor of the hospital. It 
has lots of variety (whose hasn't) and I enjoy 
it. There is a real joy and satisfaction in work- 
ing with people and for people. 

Our patients range in age from 115 months to 
72 years. The tiniest is littlke Kvung Hi who had 
an injury at birth and has little use of her left 
arm. We see her daily and are giving her whirl- 
pool, massage and exercises. Grandma—our old- 
est—had a broken hip and it is our hope that we 
can limber up the stiff joints now that the cast 
has been removed. I’m really the crazy foreigner 
when it comes to giving grandma exercises, for 
who but a foreigner would ask a grandma to 
exercise her left leg? 


We see all kinds of patients. Many come as 
the result of poor medical care given earlier. 
Many are beginning to realize that help is avail- 
able. This always gives us a thrill. We have 
been privileged to see seemingly paralyzed mus- 
cles flicker and come to life after days of hot 


packs. Then, little by little function returned 
and a child walked again. We believe that God 
can use us to perform miracles in this day that 
bring glory and honor to His name. 

If you could have seen the little fellow who 
left the hospital Saturday, I’m sure that you 
would have felt as we did—grateful that God has 
called us to this land and has given us a work to 
do for Him. An Chang Geun came to the hos- 
pital about a month and a half ago. One of the 
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missionaries out in a country station visited in a 
home and found a little fellow lying huddled on 
his mat with his knees and hips drawn up in pain. 
His face was chalk white and it was evident that 
he was badly undernourished. Arrangements were 
made for the child to be brought to Severance 
and he was admitted to one of the free wards 
and for a month and a half he received extra 
food—thanks to CARE boxes. Treatment con- 
sisted of hot packs and very gentle stretching. 
In less than a week’s time you would not have 
guessed it was the same boy. Color had returned 
to his cheeks and a sparkle to his eyes. About a 
week ago he was allowed up for the first time and 
began taking a few steps. Last Saturday was the 
grand day when he said goodbye to nurses and 
friends and left the hospital for his home. He is 
only one of our family of patients who share with 
each other their sorrows and their joys. 

We have a fine staff too and | wish it were 
possible for you to meet all of them. Perhaps 
that will be possible next time, if pictures turn 
out as they should. 

Continue to remember us in your prayers for 
each day we are confronted with tasks which 
crowd us to Christ, for in Him alone is the 
answer. 

Letters mean so much to us here. .. . 
for a line! 


We pine 


Sincerely. 
THELMA Maw 


Elizabeth Q. Ammerman passed away on May 
10, 1956 in Schenectady, New York, following a 
brief illness. Miss Ammerman, a graduate of 
Russell Sage College and the Medical College of 
Virginia, was most recently employed by the 
New York State Department of Health, Albany 
Regional Office. Previously she was on the staff 
at the Eastern New York Orthopedic Hospital in 
Schenectady; the New York State Rehabilitation 
Hospital, West Haverstraw, New York; and also 
served as a physical therapist with the 194th 
General Hospital Unit during World War II. 
Miss Ammerman had been a member of the 
Association since 1948 and was a member of the 
New York Chapter, Eastern District. 


The Elizabeth Q. Ammerman Memorial Fund 
is being established by her professional friends 
and members of the physical therapy profession 
and will be given to a deserving Russell Sage 
College physical therapy student. 


a 
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Student Section 


Regional Student Editors 


Region I—Editor Audrey Haugaard—Simmons College 
University of Connecticut 
Boston University 
Bouve-Boston School 
Simmons College 
University of Pennsylvania 


The D. T. Watson School 


Region II1—Editor Joan Erback—New York University 


Columbia University 

Albany Hospital (Russell Sage College) 
New York University 

University of Buffalo 

Frank E. Bunts Educational Institute 
Walter Reed Army Hospital (May-Sept.) 


Region III—FEditor Med. 
Virginia 
Medical College of Virginia 
Charity Hospital of Louisiana 
Duke University 
Baylor University 
Hermann Hospital 
University of Texas 


Marcia Field College of 


Student Editor- 


Medical Field Service School (Sept.-May) 
Brooke Army Hospital (May-Sept.) 
Region IV—Editor Carol Vacca—St. Louis University 

Northwestern University 
State University of lowa 

University of Kansas 
Washington University 
St. Louis University 
University of Oklahoma 


Region V—Chairman Gail FE. Barrand—University of 
Wisconsin 

University of Minnesota 

Mayo Clinic 

University of Michigan 

University of Colorado 

University of Wisconsin 

San Juan, P. R. 


Region VI—FEditor Ronald E. Bell 
Childrens Hospital 


University of Southern California 
University of California 

College of Medical Evangelists 
Stanford University 

Letterman Army Hospital (May-Sept.) 


Children’s Hospital 


-Audrey Haugaard 


This section of the Review is reserved so that students may have the opportunity to express and 
to share with others their ideas about the field of physical therapy. Each of the schools in the six 
regions is contacted by its regional editor once a year for a specific time when the schools of that 
region especially will be represented in the Student Section; but please feel free at any time to submit 
articles to your regional editor. The Student Section is here to reflect student life, work, and think- 
ing: please do not hesitate to utilize this opportunity to express your ideas and to represent your 


school. 


Physical Therapy Course 
Army Medical Service School 


The profession of physical therapy is a pri- 
mary objective of our learning experience at 
the Army Medical Service School. However, a 
single day spent at this school exposes one to 
all kinds of their interests, idiosyn- 
cracies, and activities. It is not too difficult to 
imagine how many varied topics of discussion 
may arise during the course of an eight-hour 
daily program, even though our schedule may 
read “Lower Extremity.” “Physiology of Exer- 
or “Goniometry.” Knowledge based upon 


persons, 


cise.” 


experience and conveyed to us by most com- 


ASA 


Sincerely. 
AupREY HAUGAARD 
Student Editor 


petent instructors, will inevitably lay the foun- 
dation for an education unsurpassed. 

One can be sure our day is filled, with no 
idle moments to spare. A brisk drill around the 
quadrangle, directed between, through, and 
around on-coming troops, constantly reminds us 


that we are in the Army. Although it began as 
mere routine. minus incentive. it has become 


a distince challenge of which we are proud to 
be a part. 

One phase of training not printed on the 
schedule. yet excelled in by all. is the “quick- 
change-artist” routine, sometimes repeated more 
than once daily. . . . bathing suits for hydro- 
therapy. shorts and halters for therapeutic exer- 
cises, white gowns for electrotherapy. We not 


Vol. 36, No. 7 


only practice the administration of such phases 
of physical therapy, but we must also experience 
the feelings, attitudes, and reactions similar to 
those a patient undoubtedly experiences. Here 
again, personal confidence may be acquired in 
an effort to gain the confidence of the patient. 
knowing exactly what is happening to him, both 
physically and mentally. 

Frequent inspections of our practice clinic 
necessitate orderliness and cleanliness, a_pre- 
requisite in the medical field. As Officer-of-the- 
Day, we each have the opportunity to proudly 
display our clinic. 

That gnawing hunger pang tells us it’s time for 
a quick lunch — quick only because we spend 
most of the time stealing a last glance at those 
physiology notes which may become quite im- 
portant in that probable quiz. At this time, our 
social representative is usually occupied at a 
meeting where plans are discussed for an active 
social life. centered about the activities in the 
Officers’ Club. The Physical Therapy Class re- 
cently sponsored an evening’s entertainment and 
dance with all the gala trimmings of a wonderful 
holiday party. 

Recurrent interviews with the head of the de- 
partment, usually preceded by some activity with- 
in our sympathetic systems, always turn out to 
be a friendly chat, consisting of sincere en- 
couragement. assurance of success, and heart- 
warming understanding of any problems that 
prevail. Such interviews usually serve to remind 
us that the “compulsory elective.” recreation, is 
an integral part of our lives. 

Along with the seriousness necessary for our 
intended profession, the informal attitude of 
Army Medical Service School educators instills 
in us the importance of a smile. We can always 
be sure that a student’s comment. be it worthy. 
witty. or comical, will receive both attention and 
appreciation. More often than not. it will de- 
velop into a lesson for the day. For instance, 
when an uninhibited student decided to create 
innominate nerves out of colored straw and 
attach them intricately to the sacral region of 
the vertebral column of our skeleton, our in- 
structor, knowingly, proceeded to demonstrate 
the importance of these nerves and requested 
more of the ingenuity in the future. 
Similarly, it was pointed out how a simple 
droodle (meant to be the cross-section of a meat- 
ball!) could very well be the cross-section of the 
tibialis posterior! 


same 


(As we are about to pass the midpoint of this 29 
week didactic phase of training. our goal becomes 
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more tangible. The dissembled pieces of apparent 
confusion begin to fall into a meaningful pat- 
tern. The integration of our courses provides an 
interrelationship of theory and practice in such 
a manner as to guide us toward this desired goal. 
Many hours of concentrated study, previously a 
task, are no longer a means to an end, but have 
become a hopeful challenge — an end in itself. 
So the days pass — lectures, note-taking, labora- 
tory work, clinical application, coffee breaks, “To 
the Rear. March,” and those long-awaited week 
ends. All too soon. the wonderful experience at 
Army Medical Service School will come to an 
end. Although we must leave the grounds and 
buildings, instructors and friends, we'll each take 
with us the memories that will then be so much 
a part of us. Our aspirations will become a 
reality, coinciding with the goals and ideals of 
other personnel engaged in rendering medical 
service. 


JosEPHINE MORELLI 
Second Lt.. AMSC 


Brooke Army Medical Center 


Report from Grady Vaughn 
School of Physical Therapy 


To everyone's surprise. the boys out-number 
the girls in our class — a new trend!! Also, for 
the first time one of our girls is graduating from 
Baylor University with a degree in Physical 
Therapy. The rest are here under the certificate 
program. Thirteen of us are still “raring to go” 
after seven months of book learnin’. We've had 
our anatomy and physiology courses at Baylor 
Dental College. The rest of our courses were 
at Baylor Hospital. 


In April we began surgical and clinical ob- 
servation. Our two hours a week in surgery con- 
sisted mostly of orthopedic cases. Eleven hours 
a week we spent in the Physical Medicine De- 
partment here at Baylor. From the very begin- 
ning. however, our instructors arranged to bring 
patients to our classes and have us spend some 
time in the Clinic. To some this might seem 
unimportant. but students tend to lose sight of 
what they're working for if they aren't given a 
chance to see the results of the various physical 
therapy procedures. This also helps them gain 
an understanding of different pathological con- 
ditions, patient problems, and treatment. 


Recently it has been brought to our attention 
that now. as we begin our clinical work. is the 
time to develop an aim and a philosophy about 
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our career in physical therapy. What is the 
primary aim of physical therapy, physical medi- 
cine, or any branch of medicine, but the welfare 
of the patient? Something for us to think about 
— do we like people — all people — enough that 
we will do everything possible to make them as 
physically independent and happy as is feasible? 
Can a physical therapist give the same high 
quality of service to each patient regardless of 
his personality, creed, color, and social back- 
ground without this basic human feeling for 
people? 


Joan Dyer, Class of 1956 
Class Representati e 


Charity Hospital of Louisiana 
School of Physical Therapy 


Charity Hospital originated in 1736 and was 
incorporated as an institution of the territory of 
New Orleans in 1811. In 1813 it incorporated 
as a state institution and in 1922, one hundred 
years later, a Department of Physical Therapy 
was organized to help meet the needs of the 
sick and disabled. Act No. 24 of the Special 
Session of the Louisiana Legislature in June of 
1951 provided for the training of physical 
therapists. The School of Physical Therapy ad- 
mitted its first class in September, 1952. 

The School of Physical Therapy is located 
on the fifth floor of the Lapeyre-Miltenberger 
Convalescent Building. It includes a classroom, 
clinical laboratory, offices. and a study with de- 
partmental library. In addition, the classrooms 
and laboratory are well equipped with movie 
projector, skeleton, brain model, X-ray viewbox. 
anatomical charts. mirrors, exercise mats, and 
other apparatus needed for teaching the tech- 
nical procedures of physical therapy. 

We feel that we have an excellent school be- 
cause we are situated at Charity Hospital and 
have a close relationship to the Medical Schools 
of the State University of Louisiana and Tulane 
University. Our school staff members are from 
the two medical schools, which we believe insures 
experience and training that are of the best. 

The curriculum includes the applied sciences of 
anatomy, physiology, psychology, pathology. and 
neurology, the technical procedures of all the 
forms of physical therapy, orientation to physical 
therapy, and orientation to clinical medicine. 
This is followed by 24 weeks of clinical practice. 

The school staff consists of Dr. Nathan H. 
Polmer, Medical Director; Miss Marjorie F. 
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Martin, Technical Director; Miss Isadore Brown, 
Clinical Instructor; many clinical supervisors, 
and our Secretary. Mrs. Sophie Witty. 

Eight students were graduated in 1953, eight 
in 1954, and nine in 1955. We are hoping to add 
four more to the list of graduates in 1956. 


STUDENTS oF Cuarity Hosprrar 


Report from Duke University 


On October 3, 1955, Duke University Physical 
Therapy Department welcomed 17 new students 
from 10 states and Norway. They quickly (??) 
became acquainted with the hospital, especially 
the kinesiology, anatomy, and physiology depart- 
ments. The first social event came at the end 
of the first week, when the staff and senior class 
entertained the fledglings at a picnic. This pro- 
vided an opportunity for the new students to 
meet the staff in an informal way. 

Two months of study, and the class had a 
chance to reciprocate. Physical therapists from 
Duke. the Veterans Administration Hospital, and 
Cerebral Palsy Hospital gathered with the stu- 
dents to exchange gifts and laugh at three rounds 
of entertainment skits at the annual Christmas 
party. Santa, in the person of Gay Clark (56), 
had a sore knee afterward, but everyone’s wishes 
were fulfilled. A few days later. the senior class 
sported the honest-to-goodness full-fledged physi- 
cal therapy emblems. 

With the end of Christmas holidays. massage 
began. The students’ enraptured expressions re- 
sulted from what they heard as well as what they 
felt, for Miss Rosemary Lane straight from 
London, England, taught this course, and the 
students responded to “Let’s get on with it” and 
many other expressions. Hydrotherapy, neuro- 
anatomy. electrotherapy, neurology, pathology, 
histology. and many other courses began in 
ray id succession. Journal Club, under the direc- 
tion of Miss Helen Kaiser, Director of the 
Physical Therapy Department at Duke, prompts 
the students to spend profitable time reading 
current literature. 

In January, members of the physical therapy 
staff were hosts to crisply uniformed (and 
trembling-kneed) students. The introduction to 
clinical application of class learning was gradual, 
and the necessary confidence with patients began 
to grow. In March small groups went to the 
Veterans Administration and Cerebral Palsy Hos- 
pitals, while hours at Duke were increased. A 
continuous tabulation of diagnoses of patients 
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seen and of physical therapy modalities pre- 
scribed is kept by each student. so the staff may 
arrange the future schedules to include as wide a 
range of experience as possible. 


The class is looking forward to attending the 
Second Congress of the World Confederation for 
Physical Therapy in New York City in June. 
By the time this article appears in the Review, 
we hepe to have met many of vou there. 


JANICE SMETANA 
Class of December 1956 
Duke University 


Report from Richmond .. . 
Arthritis Mobile Unit 


In May. 1955, a club in Richmond gave a 
Mobile Unit to the Virginia Chapter of the 
National Arthritis and Rheumatism Foundation. 
The Unit consists of a station wagon with the 
necessary equipment to treat bedridden arthritic 
patients. Nancy Ellen Sickels, a °53 graduate 
of the Physical Therapy School, Medical College 
of Virginia. drives the Unit to the homes of her 
patients. Miss Sickels, or Rickey, as we know 
her, carries in the equipment, gives heat treat- 
ments, puts on adjustable braces, gives massage, 
or exercises wherever prescribed. 


This spring. while exercising her dog, Rickey 
fell and broke both of her elbows. With her arms 
in casts, she solved her own problems. She man- 
aged to eat by attaching a fork to a long handled 
stick. She learned from firsthand experience 
the frustrating feeling of not being able to dress 
herself or do the million and one activities 
necessary for independent living. 

During her convalescence, several physical 
therapists from the Medical College of Virginia 
kept the Unit running on a modified scale. Over 
fifty patients are on the schedule; some receive 
many visits a week, others weekly check-ups; and 
the waiting list is growing. Many Richmonders 
attribute their ability to walk without crutches or 
canes to the home treatments. 


Rickey is back with the Unit now. Her work is 
one example of specialized physical therapy. Her 
patients include those with rheumatoid arthritis 
and osteoarthritis. 


Rickey uses heat for relief of pain and muscle 
spasm, as heat is an analgesic or antispasmodic, 
infrared lamps for single joints, and bakers for 
larger areas. She also uses paraffin baths for the 
hands. To increase venous blood or lymph flow, 
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she uses either sedative or stimulating massage. 
Direct massage over the joints is contraindicated, 
and only light massage is given when the joints 
are acutely inflamed. Exercises are prescribed to 
increase strength, endurance, coordination of 
muscles, and to correct and prevent deformities. 
For the latter, light weight splints are also used. 
She encourages systematic exercises, and dis- 
courages purposeless “wiggling.” 

Rickey instructs her patients in home programs 
of daily activities. She acquaints them with the 
nature of the disease and encourages them to 
participate in the setting and reaching of goals. 

Rickey is one physical therapist who is devoting 
her time and experience to the treatment of 
arthritis. This is only one area where there is 
need for qualified therapists. Unlimited oppor- 
tunities await future physical therapy graduates. 


Marcia 
Medical College of Virginia 


The Eyes of Texas 


On October 3, 1955, nine eager students 
matriculated at Hermann Hospital to embark 
on a career in physical therapy. We did not 
realize what the coming year held in store for 
us or the amount of hard work which would 
be expected of each of us. The states were 
well represented with students from Louisiana, 
Mississippi, Montana, New York, Oklahoma, 
South Carolina, and Texas. Another distinction 
which proved to be most valuable was the fact 
that each of us held a college degree in such 
fields as biology, zoology, and physical education. 

The first day we were welcomed and taken on 
a grand tour of the new Texas Medical Center. 
We were awed by its architectural beauty and 
the modern medical facilities. 

The fall semester opened with the usual aca- 
demic labs and lectures in anatomy, physiology, 
psychology. nursing, kinesiology, hydrotherapy, 
ethics and terminology. For the 
spring semester, courses were scheduled in thera- 
peutic exercises, electrotherapy, physical medicine 
and rehabilitation, pathology. neurology, medi- 
cine, orthopedics, and surgery. Of these sub- 
jects. everyone enjoyed massage, pathology, and 
surgery. Neurology proved to be the hardest, and 
anatomy involved the most study time, but no one 
seemed to mind, knowing its importance. A 
few hours of each week were spent in clinical 
observation in the Medical Center at Methodist 
Hospital. Arabia Temple Crippled Children’s Hos- 
pital, and Hermann General Hospital — with a 
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month spent in occupational therapy. June 
marked the beginning of clinical affiliations at 
Gonzales Warm Springs Foundation in Gonzales, 
Moody State School for Cerebral Palsy in Galves- 
ton, the Veterans Administration Hospital and 
Hermann Hospital in Houston. 

Besides the many hours spent in studying and 
classes, we were able to find some time for social 
activities including a student-faculty-staff picnic 
and swimming party. 

The most important educational event staged 
was our television series of two days presented 
at the University of Houston, an affiliation of 
Hermann Hospital. The first program dealt with 
the medical aspects of physical therapy as a 
career and its place on the medical team treating 
the patient. The second day was a panel dis- 
cussion by four of our students giving the stu- 
dents’ view of physical therapy — curriculum, 
scholarships, affiliations, and the innumerable 
opportunities for jobs. Recruitment programs 
were presented on Career Day for high school 
and college students. The film “Within Your 
Hands” was presented on these occasions and 
was enthusiastically received. 

We of the Class of 1956 shall look back on this 
year as memorable for friendships, unity, and 
cooperation. We are looking forward to the day 
when we will be allowed to wear the yellow and 
blue patch of the American Physical Therapy 
Association and the pin, identifying us as mem- 
bers of the professional team of therapists. We 
would like to express our gratitude and thanks 
to our Medical Director, Oscar O. Selke. Jr.. 
M.D.: our Technical Director. Mrs. Cecelia J. 
Lee: the medical staff, staff members, our affiliat- 
ing hospitals, and all others who had a hand in 
preparing us for physical therapy careers. 


LEONA SCHIFANI 
President, Class of 1956 
Hermann Hospital 


Regional Editor Honored 


Joan Ruth Erbach has been awarded the 
Alumnal Key Award as the most outstanding 
senior woman in the School of Education, New 
York University. The selection was made from 
approximately 200 students and was based on 
performance during the four undergraduate 
years, including both academic record and 
leadership in student activities. In addition to 
that honor, Joan has also been elected to Pi 
Lamda Theta, the honorary society in education. 

Miss Erbach is student editor of Region II. 
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Editorial 


There is a constant temptation for all of us 
to “take it easy” when nobody is checking up 
on us. How many of us put off studying until 
the weekend, or say “We probably won't ever 
have to know this!” Skimming the vast, chang- 
ing knowledge of physical therapy and neglect- 
ing to do spare time research and reading, seem 
unimportant now. But, along comes the big test 
or time to treat a patient, and we may find our- 
selves sadly lacking in knowledge or technic. 
Unless we are willing to accept the responsibility 
of training our minds and skills. we will not 
have the necessary confidence in our ability to 
apply our knowledge. The realization that we 
will be responsible for the care and rehabilita- 
tion of our fellow human beings should be fore- 
most in our minds, 


Make the most of these precious few years 
in physical therapy school by keeping your minds 
active and open to new ideas and technics. 


Marcia Frevp 
Medical College of Virginia 


Polio Living 


Polio Living is a new pocket-size quarterly 
publication which is published and edited by 
persons who have had poliomyelitis. The mag- 
azine features ideas for easier living. information 
helpful to securing employment, ideas for hob- 
bies, success stories and other valuable informa- 
tion. The first issue, Summer 1956, has 15 pages 
and is available to all persons who have had 
poliomyelitis. 


Physical therapists may secure a free copy 
for each of their patients by either sending a list 
of the patients’ names and addresses to the pub- 
lisher. or a bulk supply may be obtained by a 
request submitted on the department letterhead. 
Requests should be addressed to Polio Living 
Magazine. 12 Ryan Drive. Bloomington, Illinois. 


Correction 


The address of one of our technical exhibitors 
at the Second World Congress was incorrectly 
listed on page 413 of the June Physical Therapy 
Review. 

H. G. Fischer and Co. are in Franklin Park. 
Illinois. 
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Physical Therapy Programs—1956 


Approvep BY THE CouNcIL ON Mepicat Epucation anp Hospitats 
OF THE AMERICAN MEDICAL ASSOCIATION 


Schools offering the four year program leading to a baccalaureate degree will accept high school grad- 
uates, as well as transfer students. Schools offering the 12 to 16 months program leading to a certificate 
will accept students who have completed all or most of their undergraduate work providing they meet cer- 
tain course requirements. Recipients of a degree or certificate have equal professional recognition and 
status. For specific information regarding each school’s entrance requirements, tuition, and other fees, 
please write to the director indicated below. All students should investigate course requirements early. 


Certifi- Certifi- 
Degree Degree cate 
CALIFORNIA KANSAS 
Mrs. Mary J. Dodge t Mrs. Ruth G. Monteith t t 
School of Physical Therapy Section of Physical Therapy 
Childrens Hospital Society University of Kansas Medical Center 
4614 Sunset Boulevard Kansas City 3 
Los Angeles 27 
Mr. R. William t LOUISIANA 
School of Physica erapy 
College of Medical Evangelists Miss Marjorie F. Martin t 
312 N. Boyle Avenue School of Physical Therapy 
Los Angeles 33 Charity Hospital of Louisiana 
1532 Tulane Avenue 
Mrs. Margery L. Wagner t t New Orleans 12 
Jniversity of California 
The Medical Center MASSACHUSETTS 
San Francisco 22 Miss Shirley M. Cogland + + 
Miss Charlotte W. Anderson t t *School of Physical Therapy 
Department of Physical Therapy Simmons College-Children’s Hospital 
University of Southern California 300 Longwood Avenue 
University Park Boston 15 
Miss Lucille Daniels t t Curriculum in Physical Therapy 
Division of Physical Therapy Sargent College, Boston University 
Stanford University 6 Everett Street 
Stanford Cambridge 38 
COLORADO Miss Constance K. Greene t 
Min Dorothy Hoag 
Curriculum in Physical Therapy 
University of Colorado Medical School ae 
Denver 20 
MICHIGAN 
Miss Virginia Wilson 
Miss Frances Tappan t Curriculum in Physical Therapy 
School of Physical Therapy University of Michigan 
U 101 University of Connecticut University Hospital 
Storrs Ann Arbor 
MLLINOIS MINNESOTA 
Miss Elizabeth C. Wood t 
Course in Physical Therapy Mrs. Ruby M. Overmann t 
Northwestern University Medical School Course in Physical Therapy 
303 East Chicago Avenue University of Minnesota 
Chicago 11 860 Mayo Memorial Hospital 
Minneapolis 14 
ou Mr. Darrell D. Hunt + 
Mrs. Olive C. Farr . School of Physical Therapy 
School of Physical Therapy Mayo Clinic 
State University of Iowa Rochester 
University Hospitals 
Iowa City * Accepts women students only. 
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Certifi- Certif 
Degree Degree cate 
MISSOURI PENNSYLVANIA 
Sr. M. Imelda, S.S.M. t Miss Kathryn Kelley t 
Course in Physical Therapy Curriculum in Physical Therapy 
St. Louis University D. T. Watson School of Physiatrics 
1325 South Grand Boulevard Leetsdale 
St. Louis 4 Miss Dorothy E. Baethke + t 
Miss Beatrice F. Schulz t Division of Physical Therapy 
Department of Physical Therapy University of Pennsylvania 
Washington University School of Medicine 1818 Lombard Street 
660 So. Kingshighway Blvd. Philadelphia 46 
St. Lele 20 PUERTO RICO (All classes given in Spanish) 
NEW YORK Mrs. Lutgarda Vega de Cruz t 
Schoo} of Physical & Occupational Therapy 
Miss Dorothy L. McLaughlin t t Professional Bldg., 8th floor 
*School of Physical Therapy Stop 22, Santurce 
Albany Hospital-Russell Sage College 
New Scotland Avenue TEXAS 
Alt l 
said Miss Doris E. Porter t 
Miss Mary E. Callahan > + Grady Vaughn School of Physical Therapy 
Courses for Physical Therapists Baylor University Hospital 
Columbia University Dallas 1 
College of Physicians & Surgeons Miss Ruby Decker + + 


630 West 168th Street Curriculum for Physical Therapists 


New York 32 University of Texas, Medical Branch 
Miss Elizabeth C. Addoms + t Galveston 
Physical Therapy Curriculum ; : Mrs. Cecelia J. Lee t 
School of Education, New York University School of Physical Therapy 
Washington Square East Hermann Hospital 
New York 3 Houston 25 
Miss Mildred F. Heap t t 
Program in Physical Therapy — 
University of Buffalo Miss Susanne Hirt t 
2183 Main Street School of Physical Therapy 
Buffalo 14 Medical College of Virginia 
Richmond 19 
NORTH CAROLINA 

WISCONSIN 

Miss Helen Kaiser t Miss Margaret Kohli Tt t 


Division of Physical Therapy 


Box 3403, Duke Hospital Course in Physical Therapy 


University of Wisconsin 


Durham Madison 6 

OHIO U. S. ARMY MEDICAL SERVICE 
Miss Dorothy Spark + *Physical Therapy Course t 
Course in Physical Therapy Medical Field Service School 
Frank E. Bunts Educational Institute Brooke Army Medical Center, 
2020 East 93rd Street Fort Sam Houston, Texas and 
Cleveland 6 Brooke. Letterman and Walter Reed 

Army Hospitals 
OKLAHOMA Write to: The Surgeon General 
Department of the Army 

Miss Thelma Pedersen t t Washington 25, D. C 
School of Physical Therapy Att.: Personnel Division 
University of Oklahoma, Medical Center SS 
Oklahoma City 4 *Accepts women students only. 


Please direct all inquiries regarding tuition, entrance requirements and other specific 
information to the school and not to the American Physical Therapy Association. 
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Abstracts 


Weaning the Respirator Patient 


Eva M. Pfeiffer and Mary Stevens, 
Am. J. Nursine, 56: 454-457, April 
1956 


Paralysis of the muscles of respira- 
tion does not mean that a patient 
must spend the rest of his life in a 
tank respirator. New devices and 
improved methods of care have made 
it possible for these patients to be- 
come much less dependent upon 
the tank respirator which almost 
completely restricts their activities. 

Weaning the respirator patient is 
the process of gradually withdraw- 
ing mechanical breathing aids 
either partially or totally. The key 
to successful weaning is to develop 
the patient’s confidence in everyone 
who is concerned with his care, and 
to help him to establish confidence 
in himself. 

The use of a cuirass respirator 
ean be started early. All parts of 
the equipment should be checked 
and the pump adjusted so that the 
patient will be breathing at the same 
rate that he did in the tank respira- 
tor: the pressure should correspond 
to the tank pressure. The selection 
of the correct shell, the attitudes of 
the personnel working with the pa- 
tient when he is transferred for the 
first time, and the methods of trans- 
fer are all important and are dis- 
cussed. 

After vital measurements have 
been made such as vital capacity, 
tidal volumes, and blood pyessures, 
a weaning program is outlined. If, 
at this time, the patient has a vital 
capacity below 200 cc. he cannot be 
expected to breathe unassisted for 
any period of time. His periods in 
the chest respirator are increased 
daily and at the same time he learns 
to breathe unassisted for one to two 
minutes. During the first one or two 
weeks no more should be attempted. 

When the patient has adapted to 
the routine of using the chest respi- 
rator and being moved to a bed, 
the rocking bed may be used. The 
rate at which the bed oscillates 
should be adjusted so that the pa- 
tient will have the same number of 
respirations per minute that he had 
in the tank. The inclination of the 
bed should be adjusted to its 
extremes. 

When the patient adjusts to the 
rocking bed, a schedule is set up 
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so that he uses all three respirator 
aids daily. The patient is then per- 
mitted to gradually increase his 
periods of unassisted breathing, sub- 
ject to an evaluation of his breathing 
ability. This is a continuous, slow 
process that is carried out for weeks 
and months. Fatigue and improper 
respiratory scheduling must be 
avoided. 

Glossopharyngeal breathing is of 
considerable value and is discussed 
in the article. Supportive care is 
also of vital importance. Proper 
body alignment, exercise, and adap- 
tive equipment are essential. 

Six to nine months after the on- 
set of the disease, a realistic plan 
usually can be made for the patient 
who has had extreme disability. The 
ultimate goal is not necessarily to 
wean all patients completely, but to 
help them to stay within their in- 
dividual tolerance, short of physio- 
logical compromise. 


Problems of the Aging; Conclu- 
sions Derived From Two Years 
of Interdisciplinary Study of 
Domiciliary Members in a Vet- 
erans Administration Center. 


Ernest Fogel, et. al, Am. J. 
Psyeuiat., 112: 724-730, March 1956 


The complexities of society often 
create particular problems for older 
people; pressures, stresses, and 
denials make individual adjustment 
difficult. 

Since the Veterans Administration 
Hospitals provide care for approxi- 
mately 18,000 chronically disabled 
veterans, the program for the geriat- 
ric group is of considerable signifi- 
cance. two year study at the 
Martinsburg (West Virginia) Vet- 
erans Hospital was undertaken. 
Answers to the following questions 
were sought: (1) What kinds of 
persons are in the domicile? (2) 
Why are they there? (3) What is 
the most effective program that 
will provide for better domiciliary 
life and later community living? 

An experimental domiciliary 
group was compared with a matched 
community control group. Surveys 
were made which included educa- 
tional, occupational, physical, and 
psychological levels and abilities. 

There was a close relationship 
according to age, of health and 
physical ability in both the domicili- 
ary and community groups. The de- 
gree and type of physical disabilities 
present were those expected for the 
age group. There was a significant 
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difference between the two groups 
with regard to social and psycho- 
logical factors. The typical domicil- 
iary member's history was one of 
increasing social inadequacy, de- 
creasing motivation and purpose, 
and progressive retreat into  isola- 
tion and self-preoccupation. 

These findings emphasized the 
need for integrated pre-admission 
planning and also the need for a 
coordinated recreational program. 
Individual guidance is _ indicated. 
This plan was carried out and proved 
to be practicable and effective for a 
more purposeful domiciliation and 
better socialization. 


Severe Hypertension—Study of 
One Hundred Patients with Car- 
diovascular Complications 


Paul D. White, J.A.M.A., 160:1027- 
1028, March 24, 1956 

This study concerns the follow-up 
of 100 private hypertensive patients 
with cardiovascular complications. 
One half of the patients had under- 
gone lumbodorsal sympathectomies 
in the years 1941 to 1946 and the 
others were treated by ordinary med- 
ical measures in the days before the 
use of diet and hypotensive drugs. 
Of the 50 sympathectomized 
tients, there was a total of 73 com- 
plications such as cerebrovascular 
accident, angina pectoris, and myo- 
cardial infarction. The 50 control 
patients were similar in regard to 
sex and age distribution, and had 
a total of 61 complications like those 
mentioned above. In both groups 
there was absence of any important 
degree of renal insufficiency which 
is a contraindication to the surgery. 

In 1955, a follow-up of the con- 
trol group, who did not have sym- 
pathectomy, showed that 48 of the 
50 had died. Of these, 23 died from 
congestive heart failure, 15 from 
cerebrovascular accidents, 4 from 
myocardial infarction and 2 from 
coronary insufficiency. The mean 
survival time for the 48 patients 
was 3.7 years, and for all 50 cases 
was 4.1] years. 

Of the 50 patients who were sym- 
pathectomized, 25 are dead. Six 
died of congestive heart failure, 9 
from cerebrovascular accidents, and 
3 from myocardial infarction. One 
died from coronary insufficiency, one 
from atrial standstill, one from ar- 
terial thrombosis, one from leukemia, 
one from cancer, one from euremia, 
and one of unknown cause. The 
mean survival time for these 25 
patients was 6.1 years, and for the 
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entire 50 was 8.1 years. Of the 25 
now alive, 20 are in good health 
and showed 


average blood pres- 
sures. 
The ratio of longevity in the two 


groups is approximately 2 to 1 in 
favor of the  sympathectomized 
group. It appears that lumbodorsal 
sympathectomy was more effective 
than routine measures of the day in 


prolonging life, improving health 
and reducing blood pressure. 
Paralytic Supination Contrac- 


ture of the Forearm 


Michael Burman, J. Bone & Jotnt 
Sure., 38-A: 303-312, April 1956 
Supination contracture of the fore- 
arm, not uncommonly seen in Erb’s 
palsy and occasionally seen in polio- 
myelitis, follows the selective paraly- 
sis of the muscles arising from the 
medial epicondyle of the humerus. 
These muscles are the pronator 
radii teres, flexor carpi ulnaris, pal- 
maris longus, and the flexor carpi 
radialis. The supinatory muscles of 
the forearm, especially the biceps 
brachii, remain strong. 

The supination deformity of the 
forearm is the primary link in a 
sequence of events which consists of 
a triple deformity of the shoulder 
in flexion, abduction, and medial 
rotation, a flexion contracture of the 
elbow, and hyperextension of the 
wrist. 

The first step in correction is to 
return the shoulder to the neutral 
position. This must be done before 
correcting the supination deformity 
or the dorsiflexion of the wrist. 

Operations used to relieve supina- 
tion contracture of the forearm, es- 
pecially osteotomy of the radius, are 
described in this paper. After sec- 
tion of the radius, there is dorsal 
and ulnar angulation of the radius 
by nonaxial torsion of the distal seg- 
ment. The value of axial torsion 
osteotomy of the ulna to relieve 
supination contracture was noted. 


Axon Sprouting in Partially 
Deneurotized Nerves 

G. Causey and H. Hoffman, Braty, 
78: (Part 4) 661-668, 1955 


Partial deneurotization of a nerve 
and, therefore, partial denervation 
of a muscle can be produced experi- 
mentally and exists clinically. In 
the peripheral nerve, intact nerve 
fibers are in the same nerve bundle 
and in contiguity with degenerated 
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nerve fibers. There has been re- 
ported in previous studies a technic 
of partial denervation which demon- 
strated sprouting of new nerve fibers 
from intact neurons to the denerv- 
ated muscle fibers. The purpose of 
this paper was to determine if 
sprouting also occurs higher in the 
peripheral nerve and its root or 
trunk. 

The studies were made on 35 rats. 
The sciatic nerve of the animal was 
partially deneurotized by section of 
the root of L-5. The sciatic nerve 
in midthigh and the tibial nerve be- 
low the knee as well as intact nerve 
roots L-4 and L-6 were studied. The 
nerve tissue was examined with the 
electron microscope. 

There was evidence of degenera- 
tive changes occurring in 2 to 3 
days after the nerve roots were 
severed. Also beginning early some 
progressive sprouting of neurotized 
neurons to empty neurilemma tubes 
was found. The sprouting consisted 
of a large number of very short 
nerve fiber branches, some below 
microscopic dimensions, packing in 
between the surviving myelinated 
nerve fibers. 

With increasing time, the col- 
laterals did not seem to mature 
markedly. The sprouting was evi- 
dent in both the tibial and sciatic 
nerves. Collaterals were not seen 
in the roots of L-4 and L-6, support- 
ing the contention that sprouting 
results only where close intermin- 
gling of degenerated and intact fibers 
occurs. It is probable that any por- 


tion of the neuron can sprout if 
presented with the appropriate 
stimulus. 


Disturbances of Eye Movements 
as a Neurologic Problem 


Carl F. List, New Encianp J. Mep., 
254: 461-464, March 8, 1956 


The purpose of this article is to 
interpret common clinical syndromes 
of abnormal eye movements in simple 
neuroanatomic and neurophysiologic 
terms. It also points out the fact 
that disturbances of ocular motion 
follow the same general principles 
as those of other neurologic dis- 
orders of motion. 

The innervation of eye muscles is 
compared with that of other striate 
muscles. The so-called lower motor 


neuron is formed by nuclei, roots, 
and peripheral fibers of the third, 
fourth, and sixth cranial nerves, in 
analogy to the spinal anterior horn 
cells, motor roots, and peripheral 
The activity of the 


motor nerves. 
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lower motor neuron of the eye mus- 
cles is controlled by an “upper- 
motor-neuron” system in the brain 
stem and cortex. The function of 
this system is compared to that of 
the pyramidal and extrapyramidal 
systems. There is, however, a funda- 
mental difference between the supra- 
nuclear control of eye movements 
and the supraspinal control of limb 
muscles. The innervation of eye 
muscles represents a closely coor- 
dinated pattern of linked binocular 
movements, whereas the motor in- 
nervation of limb muscles possesses 
a high degree of autonomy and 
flexibility. 

The function of the neural net- 
work subserving eye movements is 
regulated by reflex impulses derived 
from various levels of the nervous 
system: visual, vestibular and kines- 
thetic-proprioceptive stimuli con- 
stantly activate, inhibit or modulate 
the peripheral responses. It is this 
close relationship with many other 
parts of the nervous system which 
explains the frequency with which 
lesions of the nervous system may 
affect eye movements. 

The common clinical syndromes 
resulting from lesions of the peri- 
pheral neurons of the third, fourth, 
and sixth cranial nerves are dis- 
cussed in the first part of the paper. 
The second part consists of discus- 
sions of the syndromes resulting 
from supranuclear lesions. These 
are divided into lesions of the brain 
stem, cerebellum, extrapyramidal 
system and lesions of the cerebral 
hemispheres. It is stated that neuro- 
logic analysis of abnormal eye move- 
ments frequently gives valuable 
information concerning both the 
localization and the pathologic an- 
atomic nature of an underlying 
disease process. 


Rheumatoid Arthritis in a Popu- 
lation Sample 


J. H. Kellgren and J. S. Lawrence, 
Ann. Rueumart., Dts., 15: 1-11, 
March 1956 


A sample of persons aged 55 to 64 
years from an urban population was 


examined clinically, radiologically, 
and serologically for evidence of 


rheumatoid arthritis. 


Clinical rheumatoid arthritis at all 
grades of severity was found twice 
as frequently among women, but 
the titre values in the sheep agglu- 
tination test were distributed equally 
between the sexes. Radiological evi- 
dence of rheumatoid arthritis was 
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also found equally in men and 
women. 
In nine out of ten persons with 


severe clinical rheumatoid arthritis 
the diagnosis was confirmed by posi- 
tive X-ray and/or agglutination 
test. With lesser degrees of clinical 
disease such confirmation became 
less frequent, and there were twenty 
persons with positive X-rays and/or 
agglutination tests among 283 who 
were considered to be free from 
clinical rheumatoid arthritis. 

The prevalence rates ranged from 
1 per cent for men and 3 per cent 
for women, with clinical 
rheumatoid arthritis confirmed by 
X-ray and serological test to 11 per 
cent for men and 27 per cent for 
women with all grades of clinical 
disease including a past history of 
polyarthritis. Precise diagnostic defi- 
nition is therefore essential for the 
study of comparative prevalence 
rates in different populations. 


severe 


Phy sical Performance and Growth 
in Children. Influence of Sex, 
Age and Intelligence 


Erling Asmussen and K. Heeboll- 
Nielsen, J. Appt. Puystot., 8: 371- 
380, January 1956 


The influence of age, sex, and 
intelligence on the development of 
physical capacities in growing chil- 
dren aged 7-17 years was studied. 
By referring all the test results 


to body height it was attempted 
to separate qualitative differences 
and quantitative. This was made 


possible by a mathematically derived 
formula. 

It was found that girls in some 
tests (e.g., respiratory strength, 
hand grip) were inferior to boys, 
but in others (vertical jump and 
strength of leg extensors) were 
practically equal to the boys. The 
sex differences found were most pro- 
nouced in the youngest children. The 
onset of puberty seemed to put an 
end to the increase of some physical 
capacities with height. 

Age, beside influencing anatomical 
dimensions, seemed to have a posi- 
tive influence on physical capacities, 
particularly in tests that required the 
highest degree of neuromuscular co- 
ordination. The age of puberty 
seemed to further increase physical 
capacities as related te body height 
in boys, whereas in girls it tended 
to decelerate the development of 
certain motor performances. 

Intelligence, as expressed by the 
intelligence quotient (1.Q.) seemed 
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to play no statistically significant 
role as long as the 1.Q. was above 
95. Boys with a lower I.Q. (average 
83) on the whole performed less 
well than ‘normal’ boys. 


Glossopharyngeal Breathing As 
An Aid to the Coughing Mechan- 
ism in the Patient with Chronic 
Poliomyelitis in a Respirator 


C. I. Feigelson, D. G. Dickinson, 
N. S. Talner, and J. L. Wilson, 
New Encrianp J. Mep., 254: 611- 
613, March 29, 1956 


It has been emphasized that glosso- 
pharyngeal breathing increases un- 
assisted breathing tolerance and pro- 
vides a more effective cough in pa- 
tients with chronic poliomyelitis 
with impaired respiratory function. 
It is the purpose of this paper to 
demonstrate the effect of glosso- 
pharyngeal breathing on the peak 
expiratory flow in these patients. 

Nine patients from the Poliomye- 
litis Respirator Center at the Uni- 
versity of Michigan were studied. 
The patients coughed into a stand- 
ardized pneumotachograph after an 
unassisted maximal inspiration and 
also after a glossopharyngeal breath. 
The peak expiratory flow was re- 
corded by an amplifier and on an 
oscillograph. Vital capacities were 
measured and the pressure-ventila- 
tion relations (expressions of pul- 
monary compliance) were obtained 
from a previous study. 

In each patient studied, it was 
found that a higher peak expiratory 
flow was obtained in a cough after 
a glossopharyngeal breath than in 
one after an unassisted maximal in- 
spiration. The increase was greater 
in patients with the greater maximal 
glossopharyngeal breath. The rela- 
tive increase was greater in patients 
with better pulmonary compliance. 
Glossopharyngeal breathing does 
not give the patients a normal 
cough but on the basis of these 
studies, it seems logical that ability 
to expel bronchial secretions would 
be improved. 


A New Technique in Rhinoplasty 


M. V. Bhajekar, Arcu. Surc., 72: 
394-398, March 1956 


Various technics of performing 
rhinoplasty have been attempted. 
Two of the more persistent prob- 
lems after surgery are flattening 
of the nose and occlusion of the 
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nostrils. The new technic described 
in this paper is aimed at preventing 


these difficulties. A pedicle skin 
graft is prepared so that the new 
nose retains its shape, size, and 


contour without the aid of any rigid 
support, and the nostrils remain 
open. The procedure has been per- 
formed successfully on 2 patients. 

Preparation of the pedicle skin 
graft from the forehead and attach- 
ment to make a new nose is per- 
formed in several stages. Before 
surgery, a tin foil mold of the nose 
is prepared to help determine size 
and shape of the graft. In the first 
stage of surgery the pedicle flap is 
prepared with the free end attached 
to a light wooden board. The ex- 
posed area of the flap and the donor 
site are covered with Thiersch grcfts 
from the thigh. For about a month 
the graft stays attached and con- 
tracts but remains malleable to 
shape. In the second surgical stage 
the graft is swung around and at- 
tached to form a new nose. The 
Thiersch-grafted surface lines the 
nostrils. For a few weeks rubber 
tubes are kept inserted in the nos- 
trils. After several weeks the pedicle 
is freed and receives its own blood 
supply. It has no tendency to fall 
flat and the nostrils remain patent. 


The Place of the Physiotherapist 
in Cardiac Surgery 


T. Holmes Sellors, Brit. J. Puys. 
Mep., 19:61-64, March 1956 


(This article was reprinted from 
the November 1955 issue of Physio- 
therapy) 
The principles of physical therapy 
in cardiac surgery are similar to 
those used in general thoracic work, 
subject to modifications due to the 
actual disease of the heart itself. 
These modifications depend on the 
type of disease that is being treated. 
It is clearly not advisable to over- 
exercise or exert cyanosed and dysp- 
neic patients. Also, the patient 
whose heart muscle has been weak- 
ened or damaged must be handled 
more carefully than those in whom 
the heart is completely healthy. 
Preoperative training should start 
one or two weeks before surgery, 
particularly in the case of the bed- 
ridden patient. At this time patients 
should be encouraged to breathe 
with all parts of their lungs and to 
gain control over the individual sec- 
tions of the thoracic cage, so that 
after surgery they can concentrate 
their attention on the side of sur- 
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yery. The act of coughing should 
be explained as well as the im- 
portance of coughing in spite of 
pain after surgery. Preoperative 
training is of little value to young 
children as they cannot be taught 
selective breathing or the impor- 
tance of coughing. 

Postoperatively, physical therapy 
may include gentle breathing exer- 
cises, good bed positioning, encour- 
agement of coughing, and on occa- 
sions postural drainage. At all times 


the physical therapist must watch 
the general appearance and pulse 
rate of the patient. With cardiac 


cases the period of bed rest is pro- 
longed to five or seven days. Exer- 
cises in bed should be encouraged 
to prevent peripheral thrombosis. 
As soon as the patient becomes 
ambulatory, breathing exercises are 
increased and the posture of the 
patient is checked continually. Walk- 
ing is gradually increased to include 
stair climbing. The importance of 
posture and persistence with exer- 
cises should be impressed on every 
patient before discharge. 

Some of the more common heart 
operations are discussed in relation 
to physical therapy. Some excellent 
illustrations are included which 
demonstrate the importance of pos- 
ture and various breathing patterns. 


The Problem of Amyotonia 
Congenita 

Charles Binney, Texas State J. 
Mep., 52: 12, January 1956 


The purpose of this article was to 
consider the common causes of mus- 
cular weakness in infants and chil- 
dren along with some of the dif- 
ferentiating factors in their diag- 
nosis. 

The clinical and pathologic simi- 
larities and differences between 
amyotonia congenita and progres- 
sive muscular atrophy have led to 
much controversy. 

In amyotonia congenita there is 
marked weakness at birth. It is 
symmetrical, most pronounced in 
the proximal muscle groups, and 
more marked in the lower extemi- 
ties. The muscles of the neck and 
trunk suffer early, and those of the 
hands and feet rarely, if at all. Re- 
sponse to electrical stimulation, both 
galvanic and faradic, is feeble to ab- 
sent. The limbs are soft but retain 
a normal contour. Mentality is nor- 
mal. There are no pathologic re- 
flexes, the deep tendon reflexes are 
absent, and there is no interference 
with sensation. The body position 
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of such children is dictated by grav- 
ity and the passive mobility of the 
joints. The child is not able to 
stand, walk, or even sit without sup- 
port. The disease is progressive. 

In progressive muscular atrophy, 
the first symptoms develop toward 
the end of the first year in a child 
who has been normal up to that 
time and who retains his mental in- 
tegrity. There is a rapidly progres- 
sive weakness of the legs and trunk. 
The weakness is symmetrical and 
greater in the lower part of the 
body. The weakness extends to the 
shoulders, neck, and eventually the 
arms. Fibrillation and progressive 
wasting appear and may also be 
seen in the tongue and palate. The 
deep tendon reflexes disappear, sen- 
sation remains intact, and no patho- 
logic reflexes appear. Response to 
electrical stimulation is feeble to 
absent. Progressive weakness of the 
intercostal musculature predisposes 
to respiratory tract infection leading 
to death usually before the third 
year. In the adult this would be the 
clinical picture of amyotrophic |lat- 
eral sclerosis. 

Other conditions which seem to 
be intermediate or combined forms 
of the two types of disease discussed 
are presented. 

Pathologic findings in the nuclear 
amyotrophies are confined within 
the limits of the ventral horn and 
motor root and are almost purely 
cellular. In amyotonia congenita 
and arthrogryposis multiplex con- 
genita the evidence points to a 
failure of neuronal development, 
whereas the emphasis is on active 
progressive destruction in progres- 
sive spinal atrophy. There is evi- 
dence, however, of both reactions 
in all nuclear amyotrophies. 

The etiology remains unknown. 

Treatment is symptomatic. 


Silicone Barrier Cream in Pre- 


vention of Bedsores 


F. J. A. Bateman, Brrr. M. J., No. 
1966: 554-555. March 10, 1956 


The prevention of bedsores in bed 
ridden patients is a problem which 
demands more time and attention 
from the hospital nursing staff than 
perhaps any other treatment. In the 


eases where geriatrics the 
chronically ill are confined to bed 


for prolonged periods of time and, 
in addition, are incontinent of urine 
and feces, the nurse may spend most 
of her duty hours in a succession 
of “back rounds.” 


The procedure of prevention is 
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usually one which includes washing 
of pressure areas with soap and 
water, drying carefully, rubbing 
with alcohol or other preparations 
to toughen the skin, dusting with 
powder to absorb moisture, and fre- 
quent changes of position. In the 
St. Mary’s Hospital, this usual rou- 
tine was carried out 5 times daily, 
but bedsores still occurred. It was 
believed that the rubbing with al- 
cohol damaged the devitalized atro- 
phic skin of the aged, and that the 
powder tended to cake in skin 
creases causing irritation. Drugs 
were used to overcome the disorien- 
tation of the aged, but the rubbing 
and maceration with urine and body 
fluids were still large factors in the 
creation of bedsores. 

A new method of treatment with 
silicone barrier cream was tried as 
follows: (1) The position of the 
patient was changed as frequently 
as possible. (2) The skin was 
washed with soap and water as in- 
frequently as possible. (3) Pressure 
areas were washed with warm water 
and dried carefully only twice a 
week, or whenever they became 
fouled. (4) Silicone vasogen was 
spread thinly and evenly on pressure 


areas and around established bed- 
sores twice daily for a week then 
once daily. (5) All patients re- 


ceived tolazoline and vitamin C. 
Since the introduction of | this 
routine, the incidence of fresh bed- 
has been lower than before. 
Another important advantage is the 
saving of time. With this new 
method, an average of ten minutes 


sores 


nursing time per patient per day 
can be saved. The cost of treat- 
ment is low. 

The Anatomy of Lumbosacral 


Posterior Rami and Meningeal 
Branches of Spinal Nerves (Sinu- 
Vertebral Nerves) 


H. E. Pedersen, C. F. Blunck and 
E. Gardner, J. Bone & Joint Surc., 
38-A: 377-391, April 1956 

Since the establishment of disease 
of the intervertebral disc as a major 
cause of low-back pain and sciatica, 
there has been much interest in the 
mechanism of pain production. Pre- 
vious reports have indicated that 
the lumbosacral pain and muscle 
spasm are due to the stimulation of 
nerve endings in the posterior longi- 
tudinal ligament or annulus fibrosis, 
or both. Other vertebral structures 
and tissues also been 


have suspect 


but published reports on the nerve 
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supply of these structures have been 
incomplete. The present study was 
undertaken to determine the distri- 
bution of the lumbosacral posterior 
rami and the sinu-vertebral nerves. 
The effect of electrical and mechani- 
cal stimulation upon the structures 
supplied by these nerves was also 
determined. 

Luschka was the first to describe 
in any detail a recurrent branch of 
the spinal nerves which re-entered 
the spinal canal and supplied bone 
and blood vessels. He named these 
the sinu-vertebral nerves. He fur- 
ther described the connection of 
these nerves with the sympathetic 
system. 

In this study, the distribution of 
the lumbosacral posterior rami and 
the sinu-vertebral branches of spinal 
nerves was determined by dissection 
of newborn and adult cadavers and 
by a detailed study of serial sections 
of human fetuses. In addition, blood 
pressure and respiration were re- 
corded and electromyograms were 
made in decerebrate cats during 
electrical and mechanical stimula- 
tion of the low-back structures. 

The posterior rami, in addition to 
their cutaneous and muscular dis- 
tribution, give sensory fibers to fas- 
cia, ligaments, periosteum, and inter- 
vertebral joints. Adjacent divisions 
overlap in their area of supply. In- 
terspinous ligaments are supplied 
mainly by branches from the next 
cranial level. Sinu-vertebral nerves 
supply posterior longitudinal liga- 
ment, dura mater, periosteum, and 
blood vessels, show intersegmental 
anastomoses and contain sensory 
fibers. 

Painful stimulation of joints and 
ligaments of the lumbosacral region 
in cats produces refiex spasm of dor- 
sal and hamstring muscles, as well 
as nonspecific changes in respira- 
tion and bloed pressure. 

It was suggested that clinically a 
painful stimulus to any deep struc- 
ture in this region is poorly localized 
and can give rise to a common symp- 
tom complex which includes both 
low-back and leg pain. 


Fracture of the Odontoid Proe- 


ess 


Edwin W. Amyes and Frank M. 
Anderson, Arcu. Surc., 72: 377-393, 
March 1956 

The records of 393 patients with 


cervical spine fractures and disloca- 
tions were reviewed. Of this num- 
ber, 53 plus 10 additional patients 
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included in the study had fractures 
of the odontoid process. Thirty-four 
of the group also had anterior or 
posterior dislocation of the odontoid 
fragment and the atlas. 

The patients complained of severe 
pain in the neck or suboccipital re- 


gion soon after their accidents. 
There was usually evidence of 


nuchal rigidity and edema. Definite 
diagnosis of odontoid fracture was 
confirmed by x ray. Neurological in 
volvement, noted in 11 cases, varied 


from occipital hypalgesia to fatal 
paralysis. 
Treatment consisted of bed rest 


for about one month following the 
accident and immobilization until 
good union was obtained. Immobili- 
zation with Crutchfield tongs and 
traction was preferred, but in a few 


cases a plaster jacket or Schanz 
collar was employed. A steel rein- 
forced teather collar was recom- 


mended after traction. All but 3 
fractures healed after 4 to 9 months 
The 3 failures 


of treatment. were 
the result of inadequate or im- 
proper treatment and _ operative 


fusion was indicated. Five patients 
died: two from spinal cord compres- 
sion, two of associated injuries and 
one of meningitis. 


Odontoid fractures are not un- 
common after serious injuries. 
Adequate emergency treatment is 


imperative consisting of immobiliza- 
tion and measures to avoid com- 
plications. The dislocation may 
cause complications such as pres- 
sure on the spinal cord, vertebral 
artery or glossopharyngeal, palatal 
or chorda tympani nerves. 

Inadequate respiration may neces- 
sitate a tracheotomy or care in a 
respirator. 


The Physiotherapist and Pro- 
longed Unconsciousness 


P. S. London, Brit. J. Pays. Mep., 
19: 49-54, March 1956 


The main task of the physical thera- 
pist in the care of the unconscious 
patient is to insure as far as possible 
that those patients who survive shall 
do so without preventable disorders, 
principally of the locomotor system. 
The author feels that it is permis- 
sible in these cases for the scope 
of physical therapy to trespass some 
of the adjacent fields, particularly 
that of standard nursing. Therefore, 
the treatment covered in this article 
is physical therapy in a broad sense. 

The problems which arise out of 
a prolonged state of unconscious- 
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ness are considered under three 
headings; (1) those which result 


from the causes of the unconscious 


state, (2) those which result from 
the existence of the unconscious 
state, and (3) those which result 
from associated injuries and dis- 


eases. The specific needs for phys- 
ical treatment are the maintenance 
of dry lungs, the prevention of stiff- 
ness and contracture of joints and 
muscles, and the avoidance of stag- 
nation of urine with its consequent 
risk of the formation of decubitus 
calculi. Frequent turning of the 
patient and proper positioning are 
The use of tongue for- 
ceps and of a sucker are described. 
The need for bronchial catheteriza- 
tion, tracheotomy, and _ stimulation 
of respiration are included. 

The prevention of stiffness and 
contracture are considered under 
three categories; (1) where the 
tone of the muscle is normal or 
decreased due to cerebral damage, 
(2) where the tone is increased, and 
(3) where paralysis results from 
damage to the peripheral nerves. 
In the first group, passive move- 
ment and the application of splints 
are the main treatment. Elevation, 
massage, and electrical stimulation 
are mentioned in cases of swelling. 
In milder cases of spasticity passive 


discussed. 


movements may suffice, but when 
there is marked spasticity, it is 
recommended that a spastic limb 


be immobilized in a functional po- 
sition before adaptive shortening 
has occurred. This is to prevent a 
muscle tear and the consequent ossi- 
fication of the hematoma. 

The treatment of bed sores is dis- 
cussed in detail. Many associated 
injuries are mentioned which have 
little or no need of physical therapy. 
In contrast to these conditions, there 
is the group which has a special 
need for physical therapy—damage 
to the peripheral nervous system. 
It is important to realize that this 
can occur along with central nervous 
system damage. 


Rheumatic Fever Pneumonitis: 
A Clinical and Pathologie Study 
of 35 Cases 


Mischa J. Lustok and Joseph F. 
Kuzma, ANN. Int. Mep., 44: 337-357, 
February 1956 


In this survey and in other studies 
there have been reported definite 
pulmonary changes which are asso- 
ciated with acute rheumatic fever. 


The clinical history and autopsy 


= 
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material of 35 patients who died in 
an active phase of rheumatic fever 
were reviewed. There were 17 males 
and 18 females ranging from 1 to 
40 years of age. About half of the 
patients had died during their first 
attack of rheumatic fever and the 
remainder had had several attacks. 
Severe symptoms suggestive of pneu- 
monitis occurred early during the 
terminal illness. Respiratory dis- 
tress, cough, chest pain, cyanosis 
and hemoptysis were prominent. 

In all of the cases the diagnosis 
of rheumatic pneumonitis was made 
at the autopsy examination. Rarely 
can a definite clinical diagnosis be 
made; it was suspected on two oc- 
casions of this series. The presence 
of unusually severe respiratory dis- 
tress, not associated with congestive 
heart failure and nonresponsive to 
supportive management, should 
arouse the suspicion of rheumatic 
pneumonitis. 

No suggestion as to an effective 
clinical management can be derived 
from this study. It is hoped that 
the antemortem recognition of pneu- 
monitis with rheumatic fever is the 
basic prerequisite for evaluation of 
successful therapy. 


The Biophysical Basis of Physi- 


cal Medicine 


Herman P. Schwan, J. A. M. A, 
160: 191-197, Jan. 21, 1956 


Physical medicine includes the use 
of physical forms of energy for 
therapeutic and diagnostic purposes 
in medicine. This paper evaluates 
present knowledge of diathermy, re- 
ferring to heat development in the 
tissue beneath the skin and sub- 
cutaneous fatty layers by means 
of conversion of physical energy into 
heat. Ideal deep heating cannot 
be effectively performed by surface 
heating because the subcutaneous 
fatty layer is a poor heat conductor. 

The thermal aspects of various 
forms of diathermy are evaluated 
according to biophysical considera- 


tions. Three different technics for 
deep heating include ultra-short- 
wave, microwave, and ultrasound. 


Ultra-short-wave and microwave uti- 
lize electric energy, while ultrasonic 
energy is in the form of mechanical 
vibrations. Ultra-short-wave therapy 
provides deep heating only to a 
moderate extent so that this discus- 
sion is confined to and 
ultrasonic therapy. 


microwave 
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Three factors are evaluated: (1) 
depth of penetration, (2) extent to 
which the energy passes through 
subcutaneous fatty layers without 
major energy loss and (3) determi- 
nation of effective and safe dosages. 

With both types of energy, depth 
of penetration decreases with in- 
creasing frequency; and with both, 
penetration is greater in fatty tissues 
with low water content than in 
deep body tissues with high water 
content. Ultrasonic energy at about 
1 megacycle penetrates to about 
two inches while the presently used 
microwave at 2500 megacycles does 
not penetrate beneath 1 cm. In 
cases of bone structure, however, 
microwave is preferable for deep 


heating. 

Concerning the energy loss before 
reaching deeper tissues, the effi- 
ciency decreases with increase in 


frequency of the energy. Therefore, 
ultrasound with its lower frequency 
is more effective. 

In regard to determinations of 
dosage, the amount of energy deliv- 
ered to the tissues can be read from 
the ultrasonic generator, provided 
it is properly applied. With micro- 
wave equipment, there is a compli- 
cated relationship between measured 
and biologically effective dosage 
which makes it difficult to determine 
clinical dosages. Alteration of the 
frequency of microwave would do 
away with some of its disadvantages. 
A disadvantage of sonic therapy is 
the limited size of cross section of 
the radiation field. In addition, 
the difference between the minimal 
dosage required for beneficial effect 
and the maximal dosage where 
damage occurs is small. Therefore, 
the application of microwave energy 
in high dosages is a safer procedure. 


Peripheral Neuropathy Caused 


by Arsenical Intoxication 


A. Heyman, J. B. Pfeiffer, R. W. 


Willett, and H. M. Taylor, New 
Enctanp J. Mep., 254: 401-409, 
March 1, 1956 

Lesions of the peripheral nerves 


caused by arsenical intoxication 
were a frequent occurrence early in 
the present century. In recent years, 
exposure to arsenic has been greatly 
reduced, and arsenical intoxication 
is no longer considered a common 
cause of peripheral neuropathy. 
However, 41 of acute and 
chronic arsenical 


cases 


poisoning with 
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peripheral neuropathy have been 
seen in Duke University Hospital 
and Durham Veterans Administra- 


tion Hospital during the past fifteen 
years. This suggests that arsenical 
intoxication may be a more frequent 
cause of neuropathy, particularly 
in the rural areas, than is generally 
realized. This paper analyzes these 
41 cases, emphasizing the clinical 
and laboratory diagnosis and giving 


special attention to the effects of 
BAL therapy. 
The clinical features in acute 


poisoning include nausea, vomiting, 
and diarrhea which occur suddenly. 
In a few days or weeks hyperkera- 
totic skin lesions usually develop 
along with evidence of peripheral 
neuropathy and changes in finger 
nails. In patients with chronic ex- 
posure, acute gastro-intestinal symp- 
toms may be absent, and the first 
signs are those of nervous system 
involvement or nonspecific mani- 
festations such as weakness, prostra- 
tion, muscular aching and _person- 
ality changes. Each of these features 
is described in detail. Under neuro- 
logic manifestations, it is stated 
that the appearance of severe sym- 
metrical muscular weakness of the 
extremities was an outstanding fea- 
ture. This was predominantly distal 
but sometimes involved the more 
proximal muscles and rarely the 
shoulder and pelvic girdles. Atrophy 
of the muscles of the legs below the 
knees and of the small muscles of 
the hand developed rapidly. Fascic- 
ulations were observed in a few 
cases. Sensory examination revealed 
a decrease in touch, pain, and tem- 
perature sensations in the hands, 
feet, and lower legs in a symmetrical 
“stocking glove” distribution. 

This paper also includes dicus- 
sions on the laboratory findings, dif- 
ferential diagnosis, therapy, prog- 
nosis, and the histologic changes in 
peripheral nerves and visceral or- 
gans. It was found that BAL ad- 
ministered seven or more days after 


arsenical exposure has little effect 
on the subsequent course of the 
neuropathy ° 


Our Abstractors for July 


Abstracts in this issue were pre- 
pared with the assistance of— 
Elizabeth Jac kson 
Margot Trimble 
We appreciate their cooperation 
in making this material available. 
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Teaching Physiology and Anat- 
omy in Nursing. Signposts for 
Science Teachers. By Hessell H. 
Flitter, R.N., M.S., Assistant Pro- 
fessor and Consultant on Curriculum 
and Evaluation, School of Nursing, 
University of Pennsylvania; and 
Harold R. Rowe, R.N., M.S., Assist- 
ant Professor and Advisor to the 
Hospital Contract Program (Central 
Science Teaching Service), School 
of Nursing, University of Pennsyl- 
vania. Cloth; price $2.00. Pp. 56. 

Lippincott Co., Philadelphia, 


The aim of the authors has been to 
present suggestions and ideas for 
the beginning teachers of anatomy 
and physiology in schools of nurs- 
ing. They feel that the beginning 
teacher needs help in selecting the 
best approach, the best sequence of 
units, the best technics, and the best 
laboratory material to use. 

A brief discussion of the current 
approaches to teaching anatomy and 
physiology is given. These ap- 
proaches include the content-cen- 
tered approach, correlation, integra- 
tion, and the patient-centered 
approach. Most emphasis has been 
given to the latter approach in which 
a unit on “The Needs of the Patient 
Requiring Early Ambulation” has 
been worked out in detail. With this 
patient as the motivation point, 
anatomy and physiology regarding 
posture, body movement, blood, and 
the abdominal cavity are outlined. 
Laboratory experiences are  sug- 
gested for each topic. 

Each of the six units is discussed 
briefly in order to show topics which 
might be included and to point out 
the sequence of units. The discus- 
sion has purposely been limited to 
make it practical and when the 
authors felt that a more compre- 
hensive coverage was necessary, they 
referred the reader to Esther M. 
Greisheimer's Physiology and 
Anatomy. 

Suggestions regarding the 
allotted to this course were made. 
The distribution of time was 
correlated with the suggested course 
outline, including lecture and lab- 
oratory, worked out on the basis of 
108 hours as the total. 

This text gives only a brief dis- 
cussion of any topic, because it is 
designed as a guide for organizing 
Since the best teaching 
varies with individuals, 


time 


a course. 
approach 


the information has purposely been 
presented in a form applicable to 
all basic nursing sciences. The 
reader is referred to Volume | of the 
Bibliographies on Nursing prepared 
by the National League of Nursing 
Education, for comprehensive source 
material on anatomy and physiology. 
Because of the limited scope, the 
text will be of greatest value to the 
teacher just beginning to teach in 
a nursing education curriculum. 


Growth at Adolescence. By /. V. 
Tanner, M.D., Ph.D., D.P.M. Senior 
Lecturer in Physiology, St. Thomas’ 
Hospital Medical School, University 
of London. Cloth; price $4.75. Pp. 
212; illus. Charles C Thomas, 
Springfield, Illinois, 1955. 


We are in Tanner’s debt. He has 
done a much needed job and has 
done it well. The field of 
circum-pubertal growth and develop- 
ment is covered, basically the age- 
period 13-15 years, which he defines 
as the “adolescent growth spurt.” 
Obviously, this age period is focal, 
but the years before and the years 
after are dealt with within the 
framework of time-linked variability. 

In all the data Tanner differen- 
tiates between distance curves of 
growth, usually based on cross-sec- 
tional data, and velocity or rate 
curves, derivable only from the in- 
cremental data of longitudinal or 
serial growth studies. The latter 
curves and the latter method of 
gathering data are really the only 
valid, meaningful ones. To physical 
therapists who work mainly with 
adults a knowledge of growth proc- 
and mechanisms takes on 
potent meaning as Tanner concludes, 
“The difference in size between 
adult men and women is to a large 
extent the result of this difference 
in adolescent spurt | boys with peak 
velocity at 14-15, girls at 12-13]; 
prior to it, boys and girls are prac- 
tically the same height” (p.3). 

In a book as detailed as this—it 
is a summary and compend of pres- 
ent knowledge on the subject—it 
is difficult to do other than indicate 
certain basic principles put forward 
by the author. I would first mention 
Tanner's emphasis upon the whole 
child. “Every muscular and skeletal 
dimension of the body seems to take 
part in the adolescent spurt” (p.8). 
“The point (is) that the adolescent 
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spurt is a unity, comprising bodily 
growth, growth of the reproductive 
organs, and physiological changes, 
all occurring early or all occurring 
late.  (p.57). “Evidently 
there is some general factor of bodily 
maturity throughout growth, creat- 
ing a tendency for a child to be 
advanced or retarded as a whole, 
in the percentage attained of his 
eventual size, in his skeletal ossifi- 
cation, in his permanent dentition, 
doubtless in his physiological reac- 
tions, and also in his intelligence 
test scores, and perhaps other psy- 
chological responses” (p.62). It is 
of moment that Tanner accepts, to 
a degree, a mind-body growth con- 
tinuum, though later he says, 
“Whether any adolescent spurt 
occurs in the growth of mental 
ability is not certainly known” 
(p. 139). 

There is a constant and consistent 
emphasis upon the early-late  di- 
chotomy in growth as assessed by 
maturation (skeletal) age. He notes 
that “larger children are more 
skeletally advanced, irrespective of 
age” (p.60); or again, “. ... 
children with an early puberty are 
heavier” (p.65); “. . boys and 
girls who (are) tall before puberty 
(begin) adolescence earlier than 
those who (are) short” (p.70). 
Tanner finds that “curves of strength 
increase resemble very closely the 
curves for morphological and physi 
ological characters” (p.133), but 
there seems to be “a period of about 
a year when a boy, having completed 
his physical growth, does not have 
the strength of a young adult of 
the same body size and shape” 
(p. 135). 

I find myself in complete agree- 
ment with Tanner when he tosses 
chronological age (calendric age) 
out the window. To judge a child’s 
growth and development, his be- 
havior, his intellectual progress, by 
such a standard is to disregard the 
childs own rhythm, own rate, own 
uniqueness. Tanner might well have 
quoted Thoreau: “If a man does not 
keep pace with his companions, per- 
haps it is because he hears a differ- 
ent drummer. Let him step to the 
music which he hears, however 
measured, or far away.” 


This review has not done justice 
to the wealth of detailed informa- 
tion on adolescent growth which 
Tanner has so successfully synthe- 
sized. In my opinion—and I have 
considered this carefully—this book 
is a must to any and all who work 
with the morpho-physiological vari- 
ables of Homo sapiens. 
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Neuro-Vaseular Hila of Limb 
Muscles. By James Couper Brash, 
M.C.. M.A. MD. DSc. LL.D. 
F.RCSEd., F.R.S.E. Professor 
Emeritus of Anatomy, University of 
Edinburgh. Cloth; price $7.00. Pp. 


100; 30 colored plates. E. & S. 
Livingstone Ltd., Edinburgh and 
London, and Williams & Wilkins 


Co., Baltimore, Md., 1955. 

This small atlas presents in 30 partly 
colored plates the areas of vascular 
and nervous supply to the large mus- 
cles of the human limbs. 

The term Neuro-vascular Hila was 
first used by Frohse (1898) in ref- 
erence to the human limb. Frohse 
stated that in many cases blood ves- 
sels and nerves have a common en- 
trance into skeletal muscles, though, 
more often we must think of an 
area or pattern rather than a com 
mon point of entrance. 

The atlas is the result of exten- 
sive laboratory studies made in 
cooperative planning under the lead- 
ership of the author at the Univer- 
sities of Edinburgh, Glasgow, Aber- 
deen, and Leeds. Approximately 70 
upper and lower extremities have 
been dissected for the purpose of 
this study. Observations and data 
were pooled and recorded. The il- 
lustrations drawn the 
dissected material and reduced in 
size on a common plan which is 
based on outlines taken from radio- 
graphs of living limbs. Thus, a scale 
was provided which allows one to 
read off the average level of origin 
of the motor nerve from the main 
trunk and its entrance into the mus- 
cle in relation to the bony land- 
marks selected these series. 
Where marked deviations occurred 
from the apparent average-—as was 
determined from the collected data 

adjustments made. Minor 
variations, however, have been re- 
tained to indicate the type of ar- 
rangement that may frequently be 
expected. The illustrations are 
simple and clear. The reader can 
readily provide labels if he so de- 
sires. 

Each plate is provided with an 
explanatory text which includes a 
summary of the made 
on the dissected samples, as well as 
a selected summary of observations 


were 


were 


observations 


and recordings made in previous 
studies throughout the literature. 
Each muscle is accompanied by a 
table which gives the percentage 
figure of frequency with which the 


position as shown in the drawing may 
be expected to oceur, and the per- 
centage of variations in proximal 
and distal directions. In general, 
the drawings represent the most 
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frequent and not the average level 


of occurrence. An additional table 
is given which shows also in per- 
centage the frequency with which 


the main blood supply of the muscle 
was observed to enter with the main 
motor nerve. The frequency of a 
true neuro-vascular hilum varies 
greatly with different muscles. 

The main purpose of these 
laboratory investigations was to 
assist the clinician in his diagnosis 
and treatment of the results of in- 
juries affecting the nerve and blood 
supply of the extremities. 

This atlas should be of much in- 
terest and value te both the phy- 
sician and the physical therapist. 
Its form is designed to serve as a 
practical guide in the clinical situa- 
tion but may be as useful as a sup- 
plementary reference book for the 
student of anatomy. It is to be 
warmly recommended to students 
and therapists. 


The Pathogenesis of Poliomye- 
litis. A Monograph in American 
Lectures in Pediatrics. By Harold 
K. Faber, M.D., Professor Emeritus 
of Pediatrics; Director of Poliomye- 
litis Research Department of Pedi- 
atrics, Stanford University School of 
Medicine; Formerly Pediatrician in 
Chief, Stanford University Hospitals, 
San Francisco; Medical Director 
Stanford Convalescent Home, Stan- 
ford. Edited by John A. Anderson, 
W.D., Professor and Head, Depart- 
ment of Pediatrics, School of Medi- 
cine, University of Minnesota. 
Cloth; price $5.00. Pp. 157; illus. 
Charles C Thomas, Springfield, II- 
linois, 1955. 


This monograph of the American 
Lecture series, beautifully printed, 
details the results of intensive polio- 
myelitis research by Dr. Faber and 
his associates at Stanford University. 

It undertakes the broad purpose of 
clarifying the basic nature of the 
disease and to explain the modus 
operandi of poliomyelitic infection. 
The specific basic properties of the 
virus are described and detailed dis- 
cussion is given on the entry of the 
virus into the body and how it is 
spread and excreted. 

The currently popular view that 
poliomyelitis is primarily an intes- 
tinal extraneural infection is vigor- 
ously disputed and careful presenta- 
tion is given to the controversy as to 
whether the virus is strickly neuro- 
tropic or more strictly neuronocyto- 
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tropic with its primary host of living 
subject to be the nerve cell alone. 
The fundamental concepts and inter- 


pretations of poliomyelitis by Dr. 
Faber in no way conflict with the 
possibility of successful immuniza- 


tion, they merely define the ways in 
which it may be expected to operate 
and the very real limitations present. 

This small volume is well written 
and well illustrated with a splendid 
bibliography. It would represent a 
worth while experience to any doc- 
tor, nurse, or therapist who seeks a 
basic understanding of this perplex- 


ing disease. 


The Importance of Physiother- 
apy in the Treatment of Sick 
Children. By J. VM. Jewry-Harbert, 
W.C.S.P. Fereword by Dr. Wilfrid 
Sheldon, ( O., WD., FRA P. 
Cloth; price $2.50. Pp. 84; illus. 
Staples Press Ltd.. London and 
John de Graff, Inc., New York, 1955. 


The publisher's note on the inside 
jacket of this book says that “it 
deals fully with physiotherapy for 
children both from the physical 
and psychological standpoint.” 

This is a rather misleading state- 
ment. Although the value of a text- 
book can never be judged by the 
number of its pages, it would seem 
quite obvious that a subject as wide 
and general as expressed in this title 
could hardly be covered adequately 
on some 80 pages. 

Therefore, the number of subjects 
discussed had to be limited; the 
result seems to be a somewhat super- 
ficial discussion of various children’s 
Consequently, the book 
does not offer the material which a 
physical therapist, specializing in 
work with children might need in 
addition to her general knowledge. 
It seems strange that many disorders 
and conditions which are encount- 
ered so frequently on the wards 


diseases. 


and in the clinies of a children’s 
hospital are not even mentioned; 
the omission of cerebral palsy is 


probably the most startling example. 
Although a few general breathing 
exercises are described one might 
have wished that more space be 
given to the treatment of asthma, 
a specialty in our field where our 


British colleagues are known to do 
such excellent work. In the chapter 
on “Posture” the author, and rightly 
so, stresses the importance of all- 
development of 


round the young 


= 
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child as a prevention of later defects 
and deformities; however, such 
postural problems as lordosis, kyph- 
osis, and scoliosis are not even men- 
tioned. Other frequent diseases and 
disabilities are put aside with a 
few lines of explanation such as 
“I have nothing fresh to add to the 
recognized methods of treatment” 
(in regard to polio) or “the manipu- 
lations for the slight cases are so 
familiar that there is no need to 
repeat them here” (in regard to 
torticollis). While such modesty 
on the part of the author is appreci- 
ated, it would have been useful for 
those who want basic information 
on the subject if Mrs. Jewry-Harbert 
had at least summarized some of the 
general methods and principles of 
the treatment 

There are also many challenging 
and controversial statements which 
might be difficult to substantiate. 
To mention only one: we find under 
spina bifida that “the prognosis for 
these cases is very bad . . . the 
only way in which we can help these 
cases is by improving the circulation 
of the legs.” 


On the credit side it must be 
mentioned that the book outlines 
the treatment of a few diseases which 
are only rarely referred to the 
physical therapy department in our 
country, e.g., fibrocystic pancreas, 
Hirschsprung’s disease, pink disease. 
coeliac disease, scleroderma, and 
chorea. The lack of information 
in our existing textbooks on these 
subjects make even the incomplete 
description in this volume quite 
valuable. 

It is also a valuable contribution 
that throughout the book the author 
has emphasized the importance of 
good relationship between the little 
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patient and the physical therapist. 
In the chapters dealing with the 
psychological aspects of our work 
with the children there are many 
helpful suggestions for those who 
have little experience with young 
patients. Judging from the sincere 
and warm feeling which permeates 
this little volume, there can be 
litthe doubt that Mrs. Jewry-Harbert 
possesses the gift to see and deal 
with a child as a human being and 
friend rather than as an interesting 
case. 

To sum up, the author calls this 
book the first and only one dealing 
with physical therapy in sick chil- 
dren. Now that she has made a 
start it is to be hoped that she or 
others will continue on that road 
and deal with the subject in that 
greater detail and thoroughness 
which is needed. 


Guidance In Groups. A Resource 
Book for Teachers, Counselors 
and Administrators. By Vargaret 
E. Bennett, Psychologist, Pasadena 
City College. Supplemented by “A 
Human Relations Program” by Celia 
F. Johnson. Cloth; price $5.50. Pp. 
411. McGraw-Hill Book Co., Neu 
York, 1955. 


The author, as stated in the preface, 
deals systematically and extensively 
with grovp approaches to all phases 
of guidance—personal, social, voca- 
tional, and educational—-at various 
age levels from childhood to later 
maturity. The author emphasizes 
the purposes of group procedures in 
guidance of personnel services and 
considers their relationship with in- 
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dividual procedures such as counsel- 
ing. 

The book traces the sources of 
group guidance procedures in social 
work, medical and psychiatric prac- 
tice, religious and secular education, 
and personnel work, with emphasis 
on implications of practices in these 
various fields for educational pro- 
grams at all age levels. In helping 
each person within the group to 
understand himself and to achieve 
skill in making wise choices, real- 
istic plans, and useful adjustments, 
it focuses on the aspects of emo- 
tional adjustment, mental hygiene, 
and human relations. 

Research which deals with com- 
mon problems in living at diverse 
ages is utilized (1) to indicate de- 
sirable emphases in group  proce- 
dures at different levels; and (2) to 
suggest procedures for investigating 
common problems in any group. Im- 
plications of research findings in 
group dynamics, in learning proc- 
esses, and in group therapy are 
brought to bear upon learning 
technics in group guidance and upon 
special procedures such as problem- 
solving technics, role playing, the 
case method, multiple counseling 
and group therapy; these are de- 
scribed and illustrated. Illustrations 
of classroom technics also are used 
throughout the book, and examples 
of forms and exercises are included 
in the Appendix with an illustrative 
unit on human relations and a bib- 
liography of visual aids. 


The reviews here published have 
been prepared by competent au- 
thorities and do not represent the 
opinions of the American Physical 
Therapy Association. 
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Index to Current Literature 
(continued from page 477) 
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England J. Med., 254:299-307, Feb. 16, 1956 


Researcu 


L. Rudd, 


Am. 


Trends in Medical 
J.A.M.A., 160: 


RESPIRATION 


The Incidence of Atelectasis after Heart Operations 
With and Without Breathing Exercises. B. Strand- 
berg, Ann. Phys. Med., 3:18-20, January 1956 


Research. James A. 
1029-1033, March 24, 1956 


Shannon, 


Vol. No. 7 


RESPIRATION 


Practical Considerations Regarding Tracheotomy. 
H. Georgiade, C. Maguire, H. Crawford and K. Pick- 
rell, J.A.M.A., 160: 940-942, March 17, 1956 

Oxygen Consumption of Breathing Processes. J. G. 
Ramos and P. Arjona, Am. J. Physiol., 184: 359-364, 
February 1956 

Present Status of Tracheotomy. 


Walter P. Work, Ari- 


zona Med., 13: 83-87, March 1956 

Pulmonary Emphysema, Cardio-Respiratory Disturb- 
ance. H. L. Motley, Dis. Chest, 29: 292-304, March 
1956 


Pulmonary Changes in Disseminated Lupus Erythema- 
tosus. J. D. Aitchison and A. W. Williams, Ann. 
Rheumat. Dis., 15: 26-32, March 1956 

Efficiency and Pulmonary Ventilation During Rest and 
Light Exercise. A. Bouhuys, K. E. Hagstam and G. 
Lundin, Acta physiol. en 35: 289-304, 1956 

Lobar Ventilation in Man. J. Martin and A. C. 
Young, Am. Rev. Tuberc., 7: 330-337, March 1956 

Broncholithiasis. L. K. Groves and D. B. Effler, Am. 
Rev. Tuberc., 73: 19-30, January 1956 

Mechanical Factors in Distribution of Pulmonary V enti- 
lation. A. B. Otis, et al, J. Appl. Physiol., 8: 427-443, 
January 1956 

Manijestations of Brief Instantaneous Anoxia in — 
V. C. Luft and W. K. Noell, J. Appl. Physiol., 
444-454, January 1956 

Effect of Skin Diving on Lung Volumes. C. E. Carey, 
K. E. Schaefer and H. J. Alvis, J. Appl. Physiol., 8 
519-523, March 1956 

Respiratory Function Tests and Their Clinical Applica- 
tion. F. Schmidt, N. Broek, and M. Scherrer, Tubercle, 
36:328-335, November 1955 

Clinical Value of a Tracing of Forced Expiration (Ex- 
pirogram). I. Pulmonary Disease. W. Franklin, A. L. 
Michelson, F. C. Lowell and I. W. Schiller, New 
England J. Med., 253:799-807, Nov. 10, 1955 

Expansion of the Lungs in Newborn Infants. R L. Day, 
J.A.M.A., 159:1340-1341, Dee. 3, 1955 

State of the Lungs at Birth. E. L. Potter, J.A.M.A., 
159:1341-1342, Dec. 3, 1955 

Vaximal Mid-expiratory Flow. E. C. 
W. S. Fowler, Am. Rev. Tuber. 
72:783-800, December 1955 

Physiologic Observations in Experimental Pulmonary 
Insufficiency. R. G. Ellison, W. J. Brown, E. E. 
Hague and W. F. Hamilton, J. Thoracic Surg., 30: 
633-641, December 1955 

Usefulness of Glossopharyngeal 
Viewpoint ef the Patient. C. 


Leuallen and 
& Pulmon. Dis.. 


Breathing from the 
W. Dail. L. K. Wend 


lund and J. E. Affeldt, Arch. Phys. Med. & Rehab., 
37: 7-11, January 1956 

Treatment of Atelectasis by Thoracic Traction. E. H. 
Townsend and L. Squire, Pediatrics, 17: 250-257, Feb- 


1956 

Studies on the Re gy Rate in the Newborn. H. 
M. Haddad. D. Y. Hsia and S. S. Gellis, Pediatrics, 
17: 204-213, 1956 


ruary 


SPEECH 

Pregnancy Experience and the Development of Child- 
hood Speech Disorders. 8%. Pasamanick, F. K. Con- 
stantinou and A. M. Lilienfeld, Am. J. Dis. Child., 


91:113-118, February 1956 
Tests AND MEASUREMENTS 
Evaluation of Extension of the Hip. M. 


O. Mundale, 
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H. J. Hislop, R. J. Rabideau and F. J. Kottke, Arch. 
Phys. Med. & Rehab., 37:71-80, February 1956 


TUBERCULOSIS 


Postural Recumbency in Pulmonary Tuberculosis. C. S. 
Breathnach and K. J. Quinn, Tubercle, 36:362-372, 
December 1955 

Tuberculosis Meningitis. 


S. Russell Jamieson, Tubercle, 
36:373-377, 


December 1955 


ULTRASOUND 


Small Localized Ultrasonic Lesions in the White and 
Gray Matter of the Cat Brain. J. W. Barnard, W. J. 
Fry, F. J. Fry, and J. F. Brennan, Arch. Neurol. & 
Psychiat.. 75: 15-35, January 1956 


Effects of High Intensity Ultrasound on the Central 
Vervous System of the Cat. J. W. Barnard, W. J. Fry, 
F. J. Fry and R. F. Krumins, J. Comp. Neurol., 103: 
459-484, December 1955 


Lffects of Ultrasound of High Intensity on Cellular 


Structures. J. F. Lehmann, E. J. Baldes and F. H. 
Krusen, Arch. Phys. Med. & Rehab., 37:90-95, Febru- 
ary 1956 


Observations and Case Reports on Ultrasound Therapy. 
|. Tepperberg and E. J. Marjey, Am. J. Phys. Med., 
35:17-23, February 1956 

UroLocy 

The Effect of Posture on Bladder Pressure. D. W. 
A. C. L. Hsieh and L. F. Tinckler, J. Physiol., 
453, September 1955 

STRESS 


Gould, 
129:448- 


Studies in Adrenocortical and Psychological Response 
to Stress in Man. S. R. Hill, et al, Arch. Int. Med., 
97: 269-298, March 1956 

MISCELLANEOUS 


Posterior Inferior Cerebellar Artery Syndrome of Wal- 
lenberg After Chiropractic Manipulation. G. A. 
Schwartz, J. K. Geiger and A. V. Spano, Arch. Int. 
Med., 97: 352-354, March 1956 

A Mobile Physical Therapy Unit. George O. Shecter, 
Hosp. Management, 81:6, February 1956 

The Elderly Sick. W. ¥. Anderson, Physiotherapy, 42: 
3-5, January 1956 

Soft Tissue Coverage for Injuries to the Foot and Leg. 
H. Conway and R. B. Stark, Ann. Surg., 143: 37-48, 
January 1956 

Prognosis in Bronchial Asthma. K. Westlund and A. 
Hougen, J. Chron. Dis., 3: 34-46, January 1956 

Treament of Leprosy. I. Chemotherapy. J. A. 
and R. R. Wolcott, New England J. 

25. Jan. 5, 1956 

Heritable Disorders of Connective Tissue. 
fan Syndrome. Victor A. McKusick, J. 
2: 609-644, December 1955 

Some Observations on Acclimatization to High 
Charles S. Houston, New England J. Med., 
968. Dec. 1, 1955 

The Adrenal Cortex and Its Relation to Disease. 
{ Beck, Postgrad. Med.. 18:490 199, 


Doull 
Med., 254: 20- 


Il. The Mar- 


Chron. Dis., 


Altitude. 
253 :964- 


John 
December 1955 


“Central” Aphasia Associated with Parietal Symptoms. 
E. Stengel and |. C. L. Patch, Brain, 78: Part III, 
101-416, 1955 

Fatigue—Diagnosis and Treatment. E. A. Burkhardt, 
New York State J. Med., 56:62-67. Jan. 1, 1956 

Employee Attitudes are Surveyed to Improve Personnel 
Relations. Jean Shaffer, J. Am. Dietet. A., 31:1246- 
1250, December 1955 

The Strange Case of the Blind Babies. Theodore H. 
Ingalls, Scientific Amer., 193:40-44, December 1955 
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What's New...... 


140. Respiratory Bed 


Tomac Respiratory Bed safely weans polio 
patient from iron lung with quiet, oscillating 
movement from 12 to 30 excursions per minute, 
the manufacturer states. Four-Section spring 
offers wide range of positions for maximum pa- 


tient comfort. 


Tip-proof bed stands 31 inches from floor for 
easy nursing service. Operator can readjust de- 
gree of tilt and speed of movment while bed is 
in motion. Tilt is adjustable from 30 degrees 
head-end down position to 40 degrees foot-end 
position. Spring frame is rubber mounted to re- 
duce vibration. Distributor, American Hospital 


Supply Corp. 


141. Disposable Slipper 


Sanitary footwear can be worn in examination 
rooms, manufacturer claims. Slipper, made of 
water-resistant white chipboard, one-piece con- 
struction, has straps that fold around the foot. 
Firm fit to any size foot is obtainable with slotted 
straps. Guest-Slipper. 


For more information on items 
write to The Physical Therapy 
Review, 1790 Broadway, New 
York 19, N. Y. 


New items which may be of in- 
terest to physical therapists will be 
mentioned in these pages each 
month. The accompanying explana- 
tions are made hy the manufacturers 
and have not been investigated by 


the Physical Therapy Review. 


142. Utility Walker 


Utility Walker, according to the manufacturer, 
can be used as a lunch table or a work chair as 
well as for support while walking. The walker 
weighs 15 lbs. is constructed with an all steel 
frame, has a plywood seat, rubberized non-mark- 
ing wheels, double ball-bearing casters, and 5 in. 


height control. A and K Manufacturing Co. 
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What's New ...... 


144. Back Support 


to the manufacturer. is a 


Driverest, according 
scientifically designed back support that promotes 
comfort while driving, riding or sitting. Made of 
Vinyl-foam, the support cannot slip, slide or 
creep and is finely contoured. Driverest is avail- 
Driverest 


able in several harmonizing colors. 


Company. 


145. Human Skeletons 


New line of reproductions of human skeletons, 
skulls, and other osteological specimens in poly- 
ester resin. The durable resin will not fade. craze. 
or turn brittle, according to the manufacturer. 
Molds for the plastic specimens are made from 
normal human specimens. Plastic reproductions 
will do much to alleviate occasional shortages of 
natural bone material. Resin does not deteriorate 
with age. Plastic may be cleaned with mild soap 
solution. Adult male skeleton with or without 
painted muscle attachments; adults’ and chil- 
dren’s skulls; mandibles: vertebral columns; male 
pelvis; and reproduction of a herniated dise are 


now available. Clay-Adams. Inc. 


146. Airug 


COMMERCIAL 


\irug provides cushioned comfort for those who 
stand at work. The microcellular construction 
has all the advantages of sponge but does not ab- 
sorb moisture. The surface is easily cleaned. has 
safety grip back design, is available in 24” x 36” 
and 36” x 60” sizes, and two colors. brown and 


gray. Bearfoot Airway Corporation. 


147. Training Course in Effective 
Speaking 


Funk and Wagnalls Training Course in Effective 
Speaking includes 7 double-faced non-breakable 
records containing 57 speaking technique demon- 
strations. cut by a professional speaker; an in- 
struction manual: and a Funk and Wagnalls New 
Desk Standard Dictionary. According to the 
publishers the course develops the ability to 
speak more clearly, convincingly, and dramatie- 
occasion business and social 


ally on every 


life, and public speaking. Funk and Wagnalls 


Company. 
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Classified WANT-ADS 


QUALIFIED PHYSICAL THERAPISTS for immediate 
placement in established Crippled Children’s Hospital 
and rapidly growing comprehensive Rehabilitation Center 
treating wide variety of patients. Well equipped therapy 
department with pools and adequate space. Employee 
benefits. Maintenance if desired. Write: Jack E. Pear- 
son, Morris Memorial Hospital and Rehabilitation Cen- 
ter, Milton, West Virginia. 


IOWA’S LARGEST PRIVATE HOSPITAL now plan- 
ning expansion of facilities needs qualified physical ther- 
apist. Institution includes 100-bed Raymond Blank 
Memorial Hospital for Children. Post-polio cases, in- 
and outpatient work. Competent professional staff and 
assistants, excellent working relationships. Apply An- 
thony D. Damiani, Personnel Director, lowa Methodist 
Hospital, Des Moines, lowa. 


NEEDED IMMEDIATELY Physical therapist to or- 
ganize a Home Service Program. Outpatient Physical 
Medicine Rehabilitation Center in University and capitol 
city. Excellent personnel policies. Write: Gloria J. 
Fitzpatrick, R.P.T., Director, Ingham County Curative 
Workshop, 615 N. Capitol, Lansing, Michigan. 


PHYSICAL THERAPIST: WANTED for active, well- 
equipped department in 115-bed hospital with expansion 
program underway. Pleasant surroundings in north 
suburb of Chicago. Modern housing. Recreational 
facilities and cultural activities available. Good salary, 
40-hour week, varied cases treated. Apply to Personnel 
Director, Highland Park Hospital, 718 Glenview Avenue, 
Highland Park, Illinois. 


POSITIONS AVAILABLE for qualified physical thera- 
pists for active rehabilitation department in modern 
500-bed, chronic disease hospital. Salary open. Four 
weeks’ vacation. Sick benefits. Lunches. Apply Superin- 
tendent, St. Barnabas Hospital, New York 57, N. Y 


PHYSICAL THERAPISTS, registered in California, 
for one year’s training in the Kenny Treatment of polio- 
myelitis and specialized care of neuromuscular disorders 
and rehabilitation problems. Salary during period of 
instruction will be $350. per month, generous increases 
after one year. Specialized training under supervision 
of Board certified physiatrists and orthopedic surgeons. 
Fully accredited 137-bed hospital with respirator unit. 
Write to: Etta Siquido, R.N., Secretary Professional 
Services, Sister Kenny Memorial Hospital and Rehabil- 
itation Center, 4039 N. Gilman Road, El Monte, Calif. 


A STAFF PHYSICAL THERAPIST for rapidly ex- 
panding rehabilitation center, either experienced or in- 
therapist acceptable. Excellent working 
conditions, 3742-hour work week, good pay, good per- 
sonnel policies, good medical supervision. Crossroads 
Rehabilitation Center moved into new building May 1. 
Wonderful opportunity for staff growth and promotion. 
Contact Roy E. Patton, Executive Director, 3001 North 
Jersey Street, Indianapolis, Indiana 


experien ed 


QUALIFIED PHYSICAL THERAPIST needed for super- 
visor of department in children’s orthopedic hospital. 
Salary $325 per month plus full maintenance, for a 
single woman, or $400 without maintenance, 15 days’ 
vacation, 15 days’ sick leave, 40-hour work week. Con- 
tact Leo P. Schwartz, Administrator, Carrie Tingley 
Hospital, Truth or Consequences, New Mexico. 


PHYSICAL THERAPIST: In Hospital-School for re- 
habilitation of children with orthopedic handicaps. Com- 
plete interesting program. Good salary, merit increases. 
Annual paid vacation, sick leave, excellent retirement 
plan. Write Vera E. Dennis, Director of Physical 
Therapy, Illinois Children’s Hospital-School, 2551 N. 
Clark, Chicago 14, IIl. 


PHYSICAL THERAPIST: for 
department in large teaching center 
Washington University. Good salary with regular in- 
creases and paid vacation. Write to Mrs. Ruth Benz, 
Dept. of Physical Therapy, 600 South Kingshighway, 
St. Louis 10, Missouri 


well equipped 
affiliated with 


active 


WANTED: QUALIFIED physical therapist in an 80- 
bed general hospital with an outpatient department. 
Salary open, 40-hour week,,paid vacation, sick leave, 
lunch provided, living in or out. Attractive location in 
university town. Hospital expansion in Write 
Bertha Hochuli, Superintendent, Boone County Hospital, 
Columbia, Missouri. 


view. 


WORK IN TORRANCE, CALIFORNIA, near Los 
Angeles and beach resorts. Several openings for physi- 
cal therapists at Los Angeles County Harbor General 
Hospital. Must be graduate of approved school. Good 
salary, civil service benefits. Promotional opportunities. 
Write: Personnel Director, Harbor General Hospital, 
1124 W. Carson Street, Torrance, California. 


PHYSICAL THERAPIST for 190-bed hospital to assist 
present therapist. Volume of work increasing. Depart- 
ment well equipped. Hospital in city of 40,000 popula- 
tion located on St. Clair River and lower Lake Huron. 
Write: L. R. Faust, Administrator, Port Huron Hospital, 
Port Huron, Michigan. 


PHYSIK AL THER APIST wanted for doctor's office, 
new department. Located in community of fifty thou- 
sand. Good salary. Apply to Drs. Lebold and Anderson, 


1489 State St., Salem, Oregon. 


WORK IN LOS ANGELES, Calif. Several openings 


for physical therapists at Les Angeles County General 


Hospital and other hospitals in Los Angeles County 
Hospital system, including Rancho Los Amigos. Must 
be graduate of approved school. Good salary, Civil 


promotion in a 
Personnel Director, Los 


Service benefits. 
rapidly growing area. 


Opportunities tor 
Write: 


Angeles County General Hospital, 1200 N. State Street, 


Los Angeles 33, California 


| 


REHABILITATION SERVI ES, INC... 200 Court Street, 
Binghamton, New York, will have staff physical thera- 
pist position available September 3, 1956. Modern 


facilities, outpatient service, established personne! 


policies, with salary dependent on qualifications. In 
quire: Ward A. Merrell, Administrator, Rehabilitation 
Services, Inc 


PHYSICAL THERAPIST: STAFF position. Opportu- 
nity for varied experience; 650-bed general hospital, 
near center of cultural and educational activities. Vaca- 
tion, sick leave, and social security benefits. Apply Per- 
sonnel Director, Harper Hospital, Detroit, Michigan. 


WANTED: qualified physical therapist, male or 
female, for well equipped department in a modern 
275-bed general hospital with outpatient service; 40 


hours per week; paid vacation, sick leave, 6 holidays; 


salary open. Apply Robert M. Murphy, Administrator, 
Lima Memorial Hospital, Linden and Mobel Streets, 
Lima, Ohio. 

PHYSICAL THERAPIST NEEDED for poliomyelitis 


respiratory center at the new Research and Educational 
Hospitals of the University of Hlinois. Excellent opper- 
tunity to function as a member of a progressive rehabili 
tation team. Therapist will also take part in the educa- 


tional program of the university if qualified. Salary 
commensurate with experience. Housing available. 


Write: June Schroeder, Chief Physical Therapist, Dept. 
of Physical Medicine & Rehabilitation, University of 
'lineis, 1853 West Polk Street, Chicago 12, Illinois. 


WOMAN PHYSICAL THERAPIST to complete depart- 


ment of 5. Begin at $358. Modern equipment & treat 
ment areas. 4,500-bed mental hospital near San Ber 
nardino, Calif. Fine sports area; 40-hour wk., 3. wks. 


pd. vaeation, 11 pd. holidays, 12 days sick leave, excel- 
lent retirement plan. For details write J. H. Turner, 


Personnel Officer, Patton Hospital, Patton, Calif. 


THERAPIST to 
staff; 


oppor- 


ASSISTANT CHIEF PHYSICAL 
supervise technical activities of large qualified 
extensive variety of clinic and hospital cases; 
tunity for research; 4 weeks’ annual vacation, disability 
leave, retirement knowledge of 
raphy desirable but not necessary; 5-day week; annual 
leave with pay, disability retirement system; 
salary commensurate with experience and/or specialized 
training. Apply Office of Non-Academic Personnel, 
University of Ilinois, Research & Educational Hospitals 


system; electromyog 


leave, 


or Dept. of Phys. Med. & Rehab. 840 S. Wood St., 
Chicago 12, UL 


PHYSICAL THERAPIST experienced to operate new 
department in general 165-bed hospital on shore of 
Lake Michigan in a city of 55,000 people, midway be- 
tween Chicago and Milwaukee. This an ideal op- 
portunity because 4 out of 5 hospitals within a radius 
of 30 miles have fine ethical departments. Salary and 
working conditions excellent. Write to Sr. Amata, St. 
Catherine's Hospital, Kenosha, Wis. 


Is 


Classified WANT-ADS 


WANTED: QUALIFIED physical therapist experienced 
in REHABILITATION technics to treat and instruct pa- 
tients in arthritis clinics of metropolitan hospitals with 
some home follow-ups. Must drive car. Excellent oppor- 
tunity. Apply Arthritis & Rheumatism Foundation, John 
Bartram Hotel, Philadelphia 7, Pa. 


WANTED: PHYSICAL THERAPIST (female) for full 
or part-time work in orthopedic surgeon's office. Write 
to Daniel B. Eck, 144 South Harrison Street, East 
Orange, N. J. 


CALIFORNIA MEDICAL CLINIC needs QUALIFIED 
PHYSICAL THERAPIST for regular clinic duty 
department--40 hr. week, Social Security, sick leave 
holiday benefits. Good salary, pleasant working condi- 


tions. Contact Vivian Crane, Manager, San Luis Medi- 


own 


eal Clinic, 990 Pacifie Street, San Luis Obispo, Cali- 
fornia. 
WANTED IMMEDIATELY: TWO > qualified physical 


therapists for staff positions in 565-bed general hospital. 
Good salary with regular increases, vacation holidays 
and sick W-hour week; laundry and meals pro- 
vided Mr. Doff) Griffith, Physical Therapy 
Dept. Hospital, Akron, Ohio. 


leave; 
Write: 
Akron City 


PHYSICAL THERAPIST for general outpatient program 
at Junior Service League Orthopedic Center, 1219 Dunn 
(venue, Daytona Beach, Florida. Excellent” personnel 
practices, Contaet Christine Haukland, R.P.T. 


Classified WANT-ADS 


RATES 


The rate per insertion is $1.00 per line. Typewrite 
your advertisement carefully and count 50 charac- 
ters and spaces per line 


ALL WANT-ADS MUST BE PAID FOR IN AD- 
VANCE. Make checks or money orders payable to 
the American Physical Therapy Association 


Closing date for copy and cancellations is two 
months preceding publication date. 


Institutions or physical therapists who do not 
wish their identity known may arrange for Blind 
Ad Code No. All such want-ads must include the 
following which will be counted as 2 lines: 


Address replies to care of 


The Physical Therapy Review, 1790 Broad- 


way, New York 19, N. Y. 
IMPORTANT 
It is understood and agreed that the publisher 


shall have the right to reject or change the word- 
ing of any advertisement which in the opinion of 
the Editorial Board shall not be in agreement with 
the ethical standing of this publication 
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Check these major advantages of 
RAYTHEON MICROTHERM’ 


1. Precise heating . . . precisely con 
2. More efficient absorption of energy 
3. More uniform absorption of energy 


4. Deeper heat penetration, minimut 
face heat 


5. Faster, greater increases in circula 

6. You can treat more ailments 

7. Quicker, easier application 

8. You can treat more patients 

9. More safety for your patients 
10. No radio or TV interference 
11. Approved by F.C.C., Underwriter 

nadian Gov’t.; proved in clinical te 

Ask your medical equipment deal 
complete information, free office dé 
stration of the new Raytheon Microt 
Valuable clinical papers are available t 


The most widely used Diathermy—Now bet 
New Model CM 


Improved fun 
design . . . Easily 

arranty on all 


RAYTHEON 
Equipment Ma 
Excellence in Electronics Wa 


thermy 


5 


Medical Sales 


Waltham 54, Massachusetts 


SHORTWAVE 
DIATHERMY 


Microwave D 


1EON MANUFACTURING COMPANY 
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